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STATE  OF  MONTANA 

Office  of  the  Governor  Thomas  l.  Judge 

Governor 

Mental  Disabilities  Board  of  Visitors 

325  Power  Block  -  Heisna,  Montana  59601 
(406)  449-3955 


In  accordance  with  The  Mental  Commitment  and  Treatment  Act 
of  1975^  Title  38^  Chapter  13  of  the  Revised  Codes  of 
Montana,  1947,  the  Mental  Disabilities  Board  of  Visitors 
issues  this  report  on  Warm  Springs  State  Hospital.  Con- 
ducting this  site  visit  were  Board  members:  Al  Bertelsen, 
Patricia  Boedecker,  Virginia  Kenyon,  Dr.  Jack  Stimpfling, 
and  Dr.  Fran  Rummel;  staff  member,  Kelly  Moorse;  along  with 
in-state  consultants:  Dr.  William  Docktor, -  Clinical  Pharm- 
acist, Missoula,  Montana;  Dr.  Frank  Seitz,  Clinical  Psy- . 
chologist,  Bozeman,  Montana  and  Dr.  Jan  Wollersheim,  Clini- 
cal Psychologist,  Missoula,  Montana. 

The  Board's  report  is  based  on  a  three  day  site  visit, 
involving  interviews  with  the  staff  and  the  following 
administration:  Dr.  E.  P.  Higgins,  Acting  Superintendent; 
Mr.  Richard  Moore,  Hospital  Administrator,  and  Mrs.  Jane 
Edwards,  Director  of  Nursing.  In  addition  to  reviewing  the 
physical  facilities  (38-1330  (4)  R.C.M.,  1947),  a  random 
sampling  of  patient  files  were  examined  for  treatment 
plans.  (38-1328  and  381330  (5)  R.C.M.,  1947). 
After  this  report  is  presented  to  the  acting  superintendent 
of  Warm  Springs  State  Hospital,  it  shall  be  made  part  of 
the  annual  report  of  the  Board  of  Visitors  to  the  Honorable 
\^9  Governor  of  the  State  of  Montana. 
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BOARD  OF  VISITORS  REVIEW  OP 

Warm  Springs  State  Hospital 

April  26-28,  19  78 

ADMINI STRATION 

Just  prior  to  the  Board's  site  visit,  new  reorganization 
plans  for  Warm  Springs  State  Hospital  were  announced.  In 
place  of  the  regional  system,  the  hospital  is  establishing 
an  In-take  unit.  Short-term  unit.  Long-term  unit  and  Pre- 
release unit.  The  Forensic,  Children  and  Geriatrics  will 
remain  as  before.  According  to  the  administration,  the 
purpose  of  this  reorganization  is  to  offer  greater  account- 
ability and  more  effective  utilization  of  resources. 
The  implementation  of  this  reorganization  includes  the 
addition  of  a  Quality  Assurance  Department.  This  depart- 
ment, to  be  headed  by  the  former  director  of  Nursing  will 
be  responsible  for  in-service  training,  program  evaluation, 
policy  development,  nursing  coordination,  and  technical 
assistance.  (See  Appendix  A,  page  three.)  The  treatment 
area  will  be  directed  by  a  unit  supervisor,  who  will  be 
accountable  to  the  Manager  of  Psychiatric  services  (a  new 
position)  and/or  the  Director  of  Treatment  (also  a  new 
position) .  The  administrative  flow  chart  is  on  page  four  of 
Appendix  A. 

Under  the  new  proposal  the  acute  medical  and  surgical  unit 
will  be  moved  to  Galen  State  Hospital.  This  move,  which 
would  involve  an  average  of  ten  to  fifteen  patients  plus 
the      future      possibility      of      transferring      the      Geriatrics 
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population  to  Galen,  raises  concerns  regarding  the  continu- 
ed expense  of  maintaining  the  facility  at  Galen.  Galen 
State  Hospital  is  not  equipped,  nor  staffed  to  handle 
psychiatric  patients.  The  shuffling  of  these  patients  and 
the  overall  effects  on  these  persons  raises  additional 
concerns,  especially  at  a  time  vhen  there  may  be  some 
question  about  the  continuation  of  Galen  being  justified  to 
the  taxpayers. 

The  Board  of  Visitors  was  assured  by  the  adm.inistration 
that  no  reduction  in  staff  would  occur  at  Warm  Springs 
State  Hospital  as  a  result  of  this  reorganization.  During 
the  site  visit,  the  Board  and  its  consultants  were  subject 
to  a  great  deal  of  communication  both  for  and  against  this- 
new  proposal.  A  large  part  of  staff  concerns  were  related 
to  anxiety  over  lowering  the  level  of  patient  services  and 
individual  job  security,  since  all  positions  were  up  for 
bid  in  this  new  process.  Obviously  such  employee  stress 
can  be  deterimental  to  overall  patient  care,  unless  the 
administration  talces  strides  in  communicating  all  aspects 
and  ramifications  of  the  reorganization  process.  Hopefully 
the  overall  results  of  reorganization  at  Warm  Springs  State 
Hospital  will  mean  increased  patient  care  and  treatment. 
FORENSIC  UNIT 

Maximum.  Security:   #55  and  #57 

The  patient  census  at  the  time  of  the  site  visit  included 
seventeen  men  in  Maximum  Security  and  eight  men  in  Medium 
Security.  No  patients  were  under  the  age  of  eighteen. 
According  to  Head  Nurse,  Mrs.  Beverly  Beck,  only  two 
patients   under   the   age  of  eighteen  have  been  admitted  to 
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this  unit  in  the  last  six  months. 

In   reviewing  this   facility.   Dr.  Frank  Seitz  stated  that 

current  staff-patient  ratios  were  unacceptable.  Only  one 
Registered  Nurse  was  on  duty  during  the  day  to  provide 
medical  coverage  for  two  widely  separated  buildings  (#56- 
#57  and  #85-#86) .  Only  two  LPNs  were  also  responsible  for 
both  units.  The  number  of  Special  Duty  Attendants  varied 
between  four  and  six  aides  for  the  Maximum  Security  unit. 
Given  the  limited  number  of  staff  and  given  the  established 
security  ratio  of  four  patients  to  one  staff  person,  pa- 
tients were  severely  restricted  in  terms  of  physical 
activity.  For  example,  patients  are  able  to  be  supervised 
by  staff  in  the  exercise  yard  only  an  average  number  of 
three  times  a  week.  Aside  from  once  a  week  Arts  and  Crafts 
session  and  once  a  week  Discussion  session,  no  other 
scheduled  activities  take  the  patients  from  their  locked 
rooms  and/or  ward.  Therefore,  the  vast  number  of  patient 
hours  are  spent  pacing  in  a  narrow  hallway,  being  unable  to 
see  outside  except  for  a  heavily  screened  window  in  their 
cell,  and  looking  at  the  cheerfully  painted  doors  and  bars 
of  the  cell  block. 

Aside  from  admitting  prison  inmates  (who  remain  under  the 
jurisdiction  of  the  Prison  Warden) ,  and  violent/suicidal 
patients  from  other  regions  of  the  State  Hospital,  the 
Forensic  Unit  evaluates  patients  for  the  Court  SysteirLS. 
These  evaluations  generally  consist  of  medical  workups, 
including  blood  chemistries,  urinalysis,  chest  and  skull  x- 
rays,  and  EEC  monitorings.  When  indicated,  neurological 
exams   are   conducted.    The  psychological  component  of  the 
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evaluation  technically  includes  a  psychiatric  mental  status 
examination,  a  social  history,  and  formal  psychological 
testing.  A  Diagnostic  Clinic  is  then  convened  and  a  summary 
of  findings  is  sent  to  the  Court. 

In  the  random  file  review  by  Dr.  Seitz,  some  deficiencies 
were  found  in  diagnostic  information.  In  one  case  (#4- 
36779),  the  present  diagnosis  of  Paranoid  Schizophrenia  and 
the  most  current  treatment  plan  did  not  indicate  the 
extensive  history  of  drug  and  alcohol  abuse  which  was 
buried  in  a  morass  of  difficult  to  read  progress/staff 
notes.  The  second  case  (#4-31729)  contained  two  different 
diagnoses,  one  from  the  psychological  examination  and  one 
from  the  mental  status  exam,  with  both  diagnoses  made  by 
the  same  staff  person  on  the  same  day.  Further,  these 
inconsistencies,  according  to  Dr.  Seitz,  proved  difficult 
to  resolve  because  of  a  lack  of  useful  descriptive  info~ 
rmation  about  the  symptoms  and  the  behavior  of  the  patient. 
Psychological  test  jargon  tended  to  obscure  the  meaning- 
fulness  of  the  report.  Psychological  conclusions  appeared 
based  more  on  the  intuitive  "feel"  of  the  examiner  for  the 
patient  than  on  readily  defined,  objective  data.  The 
validity  of  such  intuitive,  subjective  impressions  as 
evidence  in  Court  is  clearly  questionable,  at  least  from  a 
psychological  viewpoint. 

However,  since  the  Board's  last  site  visit  to  this  region 
on  August  25,  19  77,  there  were  noted  improvements  in  the 
physical  facilities;  namely  the  recent  interior  painting 
and  the  repaired  roof. 
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Minimum  Security  #85  and  #85 

Two  days  prior  to  the  Board  site  visit  the  twenty-seven 
patients  residing  in  Musigbrod  were  transferred  to  Unit 
#85  and  #86  (formerly  the  Children's  Unit).  The  new 
environment,  an  improvonent  over  Musigbrod,  offers  semi- 
private  rooms  and  two  four  bed  wards.  In  addition  the  day 
halls    are   bright    and   cheerful. 

However,  as  stated  before  only  one  R.N.,  shared  between 
Maximum  and  Minimum  Security,  is  on  duty  during  the  day. 
The  number  of  Security  Duty  Aids,  according  to  IiPN  Scalise, 
is  always  three  men  and  usually  three  women.  The  Board 
observed  the  Nursing  and  Aid  notes  were  up-to-date  and  in 
good  condition.  With  the  new  facilities,  the  patients  are 
now  offered  Occupational  Therapy  four  to  five  times  per 
week,  in  comparison  to  two  days  a  week  at  Musigbrod.  In 
addition,  there  are  plans  to  use  the  lower  level  of  this 
building  as  an  activity  area  vvhere  independent  living 
skills  and  additional  self  help  skills  will  be  taught.  The 
Board  commends  this  unit's  staff  in  their  pride  and 
dedication   in  offering   additional   services   to   the  patients. 

CHILDREN'S   UNIT 

The  present  facility  used  to  house  the  Children's  Unit  is 
much  improved  from  the  prior  quarters.  While  the  building 
is  somewhat  old,  it  is  roomy  and  offers  more  materials  and 
equipment,  enabling  the  patients  to  have  good  access  to 
a  diversity  of  activities.  Although  the  building  affords 
more  space  for  activity,  there  is  less  privacy  offered  to 
these     young  people.    In   contrast  with    the    three   to    four   bed 
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Board's  consultant.  Dr.  Jan  Wollersheim,  noted  two  minor 
criticisms  in  this  regard.  The  pre-vocational  area  was 
untidy  with  materials  scattered  about  and  not  in  proper 
storage  areas.  The  same  can  be  said  of  the  kitchen.  While 
untidiness  does  occur,  even  under  the  most  orderly  of 
circumstances,  the  consultant  and  the  Board  members  had  the 
impression  that  this  situation  needed  imtprovement . 
The  average  number  of  residents  in  the  children's  program 
is  twenty- three .  The  staff-to-patient  ratio  in  the  child- 
ren's unit  appears  to  be  excellent  during  the  day.  There  is 
still  inadequate  staff  to  offer  sufficient  evening  and 
weekend  activity  for  these  young  people.  Presently,  there 
is  only  one  psychologist  on  the  staff,  but  the  unit 
director  explained  that  he  has  received  permission  to  hire 
a  second  psychologist.  There  are  two  social  ^Aorkers  for  the 
staff,  in  addition  to  the  unit  director,  who  is  also  a 
social  worker.  Three  nurses  are  associated  with  the  pro- 
gram, as  well  as  two  licensed  practical  nurses  and  a  number 
of  psychiatric  aides.  In  addition,  the  children  have  the 
services  of  school  teachers,  a  vocational  teacher,  and  one 
or  more  rehabilitation  therapists.  In  observing  the  child- 
ren's unit,  the  Board's  consultant  stated  there  seemed  to 
be  adequate  staff  for  supervision  and  the  im.pleiTientation 
of   treatment   programs. 

In      the      course      of   the   consultant's   conversations  with   the 
director      of      the      program,       another    staffing   issue  was   re- 
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viewed.  The  present  staff  psychologist  in  the  Children's 
Unit  is  a  licensed  psychologist  in  the  State  of  Montana, 
but  his  speciality  area  is  that  of  developmental  psychology 
(which  is  an  area  in  experimental  psychology)  rather  than 
clinical  psychology,  which  is  the  practitioner  area  in- 
volved in  patient  assessment  and  treatment.  The  problem, 
according  to  Dr.  Wollersheim,  is. that  since  this  psycholog- 
ist is  a  licensed  psychologist,  but  with  a  speciality  area 
in  an  experimental  area,  rather  than  a  clinical  area,  he 
has  an  ethical  problem  in  that  psychologists  who  are 
licensed  are  supposed  to  adhere  to  the  code  of  ethics  of 
the  American  Psychological  Association.  It  should  be  made 
clear  here  that  the  issue  is  not  whether  the  psychologist 
is  competent,  nor  v^iether  he  should  have  employment  in  the 
children's  unit.  All  evidence  points  to  the  view  that  this 
psychologist  is  competent  and  manifests  a  considerable 
amount  of  psychological  knowledge  and  skill.  Nonetheless, 
the  psychologist  on  the  Children' s  Unit  has  a  problem  with 
his  own  profession  since  he  is  a  licensed  psychologist.  See 
Appendix  F  for  further  information. 

In  general,  the  diagnostic  and  assessment  workups  of  the 
children  appear  to  be  thorough  and  comprehensive.  The 
consulting  psychologist  paid  particular  attention  to  psy- 
chological reports  and  these  reports  met  generally  accept- 
able professional  standards.  The  psychological  reports  are 
characterized  by  the  administration  of  a  considerable 
number  of  assessment  instruments.  According  to  Dr.  Woller- 
sheim, more  anphasis  could  be  placed  upon  drawing  out  -the 
interpretations   of   test   data  and  specifying  implications 
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for  the  treatment  of  the  child.  While  not  a  necessity, 
psychological  reports  could  be  improved  by  more  evaluation 
in  the  area  of  personality,  including  not  only  personality 
tests  as  such,  but  clinical  assessment  interviewing  and 
integration  of  these  findings  with  other  test  data  in 
delineating  overall  implications  for  treatment. 
The  reports  entitled  "Psychiatric  Evaluation"  were  found 
to  be  thorough  and  comprehensive.  In  the  sample  of  these 
reports  read  by  the  consultant,  it  was  noted  that,  although 
the  reports  were  labeled  "Psychiatric  Evaluation",  they 
were  actually  conducted  by  the  director  of  the  unit  who 
is  a  certified  social  worker.  These  reports  were  signed 
by  one  of  the  hospital  psychiatrists,  vho  served  as  a 
supervisor  of  the  psychiatric  evaluation  and  the  written 
report.  The  consultant  discussed  this  issue  with  the 
director  who  had  written  the  reports.  While  the  reports  are 
good,  and  while  there  does  not  appear  to  be  an  ethical 
problem  with  having  a  psychiatric  report  written  by  a 
social  worker  under  the  direct  supervision  of  a  psychi- 
atrist, the  procedure  is  somevAiat  misleading  since  one 
v/ould  ordinarily  expect  the  psychiatric  report  to  be 
written  by  the  psychiatrist.  The  unit  director  explained 
that  the  psychiatrist  had  too  heavy  a  case  load  to  assume 
this  responsibility.  Additionally,  Montana  law  provides 
that  certified  mental  health  professionals  may  conduct  the 
examination  of  patients.  Dr.  Wollersheim  stated  that  the 
children's  unit  may  want  to  consider  relabeling  such  a 
report  with  a  title  such  as  "Mental  Examination".  Such  a 
label   is   then   not   misleading   since   a  number  of  mental 
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health  professionals  are  authorized  to  make  such  evalua- 
tions by  Montana  statutes.  When  a  report,  however,  is 
labeled  "Psychiatric  Evaluation",  it  is  reasonable  to 
expect  that  both  the  evaluation  and  the  write-up  of  the 
results  will  have  been  performed  by  a  psychiatrist.  Since 
this  does  not  seem  to  be  the  case  in  the  children's  unit,  a 
more  accurate  labeling  of  the  reports  might  be  less 
misleading. 

Overall,  the  treatment  plans  specified  for  the  children 
on  this  unit  are  good.  Staff  are  conscientious  in  describ- 
ing both  long-term  and  short-term  goals.  For  the  most  part, 
goals  are  described  in  terms  of  specific  behavioral  object- 
ives. The  children  receive  many  types  of  therapy  including 
individual  therapy,  group  therapy,  recreational  therapy, 
music  therapy  and  others.  Besides  the  usual  types  of 
therapies,  they  appear  to  have  a  very  good  pre- vocational 
program  in  which  they  can  not  only  learn  job  related 
skills,  but  can  develop  certain  behaviors  such  as  taking 
responsibility,  gathering  information,  working  with  others, 
and  other  characteristics  that  are  necessary  for  holding 
almost  any  kind  of  employment.  The  children  have  available 
to  them  a  kitchen  and  they  become  involved  in  preparing  and 
serving  meals  to  various  groups  at  selected  times.  Such 
experiences  not  only  give  the  children  training  in  basic 
types  of  -  skills,  but  they  also  help  them  acquire  many 
behaviors    necessary    for   independent    living. 

A  very  positive  feature  concerning  treatment  plans  and 
utilization  was  the  creation  of  a  real  treatment  milieu  on 
the      children's      unit      by   the  ward    staff.    Written   treatment 
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plans  specify  particular  problems  and  specify  how  v/ard 
personnel  are  to  work  together  to  help  the  child  overcome 
these  particular  problems.  In  visiting  this  facility,  the 
consultant  found  many  instances  where  the  v/ard  staff 
followed  sound  treatment  guidelines  in  responding  to  the 
normal,  everyday  activity  of  the  youngsters. 
Incorporated  into  the  whole  treatment  program  is  the 
concept  of  patient  self  government,  whereby  children  are 
allowed  to  participate  in  formulating  policies  and  proce- 
dures and  in  implementing  adherence  to  these  rules.  Such  an 
experience  had  the  potential  of  being  maximally  beneficial 
in  teaching  the  patients  to  evaluate  appropriate  and 
inappropriate  behavior,  to  realize  what  effect  this  behav- 
ior has  on  the  individual  and  on  others,  and  to  explore 
reasonable  methods  for  helping  an  individual  overcome  his 
behavioral  problems.  The  staff  are  to  be  commended  for  the 
time,  patience,  and  skill  they  have  devoted  in  helping  the 
patients  implement  their  own  government. 

According  to  the  unit  staff,  biofeedback  training  is  used 
to  a  significant  extent  to  help  the  children  learn  to  relax 
and  to  reduce  problems  that  are  related  to  tensions.  The 
unit  director  believes  that  biofeedback  training  has  been 
beneficial  in  helping  various  children  attain  more  normal 
sleep  patterns.  He  explained  that  the  staff  psychologist 
is  the  resident  expert  on  biofeedback  training  and  that 
the  psychologist  is  finding  it  helpful  in  aiding  mainy  of 
the  youngsters  who  get  into  trouble  because  of  their 
"acting  out"  behaviors.  Apparently,  the  youngsters  are 
helped   to   see   that,   just   as   they  are  able  to  learn  to 
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control  their  temperature,  muscle  tensions,  and  other 
physiological  responses,  they  can  also  learn  to  control  and 
modulate  their  feelings  and  behaviors.  Although  the  staff 
was  very  enthusiastic  about  the  biofeedback  training,  the 
children' s  records  reviewed  by  the  Board  of  Visitors  did 
not  seem  to  evidence  any  documentation  of  their  receiving' 
this  type  of  therapy  in  the  official  files. 

With  regard  to  treatment  plans,  it  seems  that  the  hospital 
staff  are  somewhat  handicapped  in  making  aftercare  plans 
for  the  children  since  many  of  them  will  need  an  environ- 
ment less  structured  than  the  hospital,  but  more  structured 
than  the  type  of  environment  found  in  the  typical  foster  or 
group  home.  Such  a  situation,  according  to  Dr.  Wollersheim., 
does  point  to  the  need  for  state  sponsored  residences  for 
emotionally  disturbed  children  who  have  evidenced  consider- 
able improvement  at  Warm  Springs  State  Hospital  and  who 
need  an  intermediate  treatment  facility  before  they  can  re- 
enter the  more  typical  type  of  community  living. 
Federal  funds  will  no  longer  be  supporting  the  children's 
unit  after  June  of  19  78.  The  unit  director  reported  that 
the  staff  have  made  plans  to  insure  the  funding  of  the  unit 
by  exploring  funding  sources  and  writing  additional  grants. 
In  reviewing  the  Comm.unity  Mental  Health  programs  of  the 
state,  there  is  evidence  of  monies  and  plans  to  service 
children  within  their  own  community.  It  would  seem  most 
appropriate  that  the  children  be  treated  within  their  local 
community,  if  the  mental  health  centers  are  in  fact  funded 
to  provide  such  services. 
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REGION  II 

The  patient  census  in  this  unit  has  been  reduced  from  one- 
hundred  seventeen,  in  19  75,  to  a  present  figure  of  thirty- 
five.  The  staff,  which  was  extremely  enthusiastic  about 
their  treatment  milieu,  stated  it  was  the  only  regional 
unit  that  has  seen  a  systematic  decrease  in  census  and  an 
increase  in  treatment  experiences.  They  cited  eight  thera- 
peutic activities  for  each  resident  per  week  as  compared 
with  6.5  activities  in  Region  I,  5.4  activities  each  in 
Region  III  and  V,  and  an  average  of  eleven  for  the 
Intensive  Treatment  Unit. 

Region  II  employs  a  level  system  (open,  intermediate,  and 
closed)  which  has  certain  requirements  determining  where 
a  patient  will  reside  during  treatment  in  this  Region. 
Appendix  B  describes  the  three  levels  of  activity. 
The  Board,  in  a  random  sampling  of  patient  files  observed 
that  eight  men  and  eight  women  had  reviews  and  updates  of 
their  treatment  plans  done  on  the  same  day.  Although  this 
date  was  just  prior  to  the  Board's  site  visit,  such  an 
endeavor  raises  the  question  of  the  thoroughness  of  treat- 
ment planning.  In  addition,  the  file  review  revealed  many 
of  the  charts  were  disorganized  and  not  in  chronological 
order,  especially  #2-15731  and  #2-24612. 

REGION  III 

Region  III,  which  serves  forty-six  residents  uses  no  formal 
level  system.  There  is  one  open  ward  housing  thirteen  men 
and  women.  This  self-governing  ward  is  responsible  for  many 
independent    skills,    as  v/ell    as   patients'    own  housekeeping. 
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File  documentation,  implementation  of  treatment  plans  and 
progress  notes  were  well  Icept.  The  staff  appeared  to  be 
enthusiastic  and  dedicated  in  implementing  the  resident's 
treatment  plans.  The  Board's  consultant  raised  concern 
regarding  one  individual  (#3-20029) ,  whose  file  shows  no 
diagnoses  which  should  confine  him  to  the  institution. 
Additional  comments  regarding  this  unit  can  be  found  in  the 
Medical   Section  of   this  report. 

REGION    IV  ■  ' 

This  unit  consists  of  four  wards,  three  of  which  are  locked 
and  one  Vvhich  is  an  open  ward.  All  of  these  wards  of  the 
Bolton  Building,  are  outdated,  dilapidated  and  offer  no 
pleasant  environment.  The  dismal  physical  plant  is  depress- 
ing and  inadequate  as  a  therapeutic  milieu.  For  example: 
the  bathrooms  open  directly  on  the  hall  with  minimal 
privacy;  the  toilets  have  shower  curtains  on  some  stalls; 
and  the  shower  area  has  paint  and  plaster  falling  off  the 
walls;  and  several  garbage  cans  in  the  adjacent  room  which 
houses  the  master  valve  for  three  semi-private  shower 
stalls. 

Of  greater  concern,  however,  is  the  dangerously  low  staff- 
ing situation.  The  one  locked  ward  had  a  census  of  twenty- 
five  patients  and  only  one  aide.  The  open  ward  had  twenty- 
one  women  and  ten  men  patients  with  only  one  aide.  I f  an 
emergency  does  occur,  the  lone  staff  person  must  phone  for 
help  from  the  Forensic  Unit,  which  then  must  secure  all  its 
patients  before  a  Security  Duty  Attendant  can  be  sent 
across   the  hospital  grounds  to  the  Bolton  Building.  Such  a 
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maneuver   is   far   from   efficient  and  can  consume  too  much 
time . 

It  goes  mthout  saying  that  the  scandalously  pathetic 
staff/patient  ratio  allows  little  in  the  way  of  treatment, 
because  of  the  demands  of  direct  custodial  care.  Some 
occupational  therapy  and  music  are  provided  by  various 
departments  outside  the  unit. 

A  compounding  problem  involves  the  high  admission  rate  to 
this  unit  which  causes  an  overload  of  the  psychiatrist's 
time  and  results  in  less  time  for  patient  treatment.  As 
one  staff  person  observed,  "We  treat  paper  instead  of 
patients  during  most  of  our  time" .  With  such  staff  over- 
loads, it  is  little  wonder  that  treatment  plans  remain  only 
on  paper  and  that  patient  treatment  in  fact  is  patient 
warehousing  in  a  decrepit  building.  The  Board  of  Visitors 
remarks  are  not  meant  to  criticize  the  staff  of  this  Unit. 
The  staff  of  Region  IV  obviously  works  hard,  knows  its 
patients  and  is  doing  the  best  it  can  within  a  very  bad 
situation.  There  is  simply  not  enough  staff  to  meet  all  the 
needs  of  these  residents. 

In  addition,  the  Head  of  Maintenance  informed  the  Board 
of  Visitors  that  the  Hospital's  budget  contains  no  funding 
for  capital  expenditures  for  this  year  and  next.  This  means 
no  physical  improvements  for  the  Bolton  Building  for  the 
next  two  years.  The  tragic  fact  of  this  matter  is  that  the 
Bolton  Building  will  be  used  for  chronic  patients  when  the 
new  reorganization  plan  for  the  Hospital  is  implemented . 

REGION  V 

This   unit,    presently  housed   in   the  Mitchell   Bailding,    v/hich 
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is  scheduled  for  demolition  within  the  next  several  months, 
also  employees  a  level  system.  The  patient  treatment 
program  is  structured  according  to  four  levels,  each 
representing  incremental  sets  of  privileges.  A  copy  of  this 
system   is    found    in  Appendix  C. 

A  random  sampling  of  patient  records  on  this  unit  revealed 
excellent  diagnostic  workups,  current  progress  notes  and 
nursing  notes,  and  treatment  plans  that  seemed  sensible 
and  realistic.  For  example,  plans  for  a  resthome  patient 
diagnosed  as  an  Organic  Brain  Syndrome  with  Crebral  Arter- 
iosclerosis were  as  follows:  "Make  patient  as  comfortable 
as  possible  v^ile  here.  Encourage  more  exercise  and  provide 
opportunity  for  reality  orientation."  (#5-36830). 
The  present  census  of  fifty-six  patients  places  consider- 
able pressure  on  psychiatric  coverage  such  that  physician 
progress  notes  vary  from  weekly  to  bi-weekly. 
The  staff  on  this  unit  indicated  considerable  concern  about 
the  Hospital  reorganization  plan.  They  stated  that  confu- 
sion and  low  morale  have  resulted  in  the  piece-meal 
diffusion  of  information  about  the  plan  and  staffing 
changes.  It  seems  sad  indeed  that  one  of  the  few  incentives 
for  working  at  the  State  Hospital,  that  of  staff  cohesive- 
ness  and  comradery,  might  be  jeopardized  by  administrative 
re-shuffling  of  staff.  Hopefully  a  minimum  of  expirit  de 
corp  within  the  staff  will  be  eroded  by  the  reorganization 
plan. 

INTENSIVE    TREATMENT  UNIT 

This      unit,      v^.ose    average   census   is    seventeen   patients,    is 
staffed      by      a     daytime   group   of  nine  mental  health  profes- 
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sionals.  The  focus  of  treatment  is  with  the  acutely 
schizophrenic. 

In  contrast  to  many  of  the  units,  this  ward  has  a  demanding 
activity/treatment  schedule  for  its  patients.  In  addition, 
patients  are  placed  in  a  Level  System  which  consists  of 
four  levels  of  privileges  based  on  a  patient's  behavior 
on  the  ward.  Discharge  planning  begins  immediately,  focus- 
ing on  short  term  treatment  goals  which  involve  the  patient 
and  their  family.  A  copy  of  this  program  is  contained  in 
Appendix  D. 

This  unit  contains  a  Time  Out  and  Security  Room,  both  of 
which  had  inoperative  toilet  plumbing  and  could  use  some 
cleaning.  The  Board  of  Visitors  was  assured  that  when  a 
patient  is  in  these  rooms,  he  is  checked  every  fifteen 
minutes. 

The  staff  was  clearly  concerned  with  the  Hospital  reorgan- 
ization plans  and  the  status  of  the  Intensive  Treatment 
Unit.  The  Board  supports  this  unit  and  its  continuation  at 
Warm  Springs  State  Hospital. 

MEDICATION 

According  to  the  Board's  consultant,  William  Docktor,  there 
was  no  indication  of  a  history  of  medication  summary 
included  in  the  patient  files  inspected.  This  history  of 
past  medication  is  necessarily  the  basis  for  the  present 
choice  of  medications.  No  previous  history  of  adverse  drug 
reactions  was  documented,  v^ich  again  is  a  major  factor  in 
choosing      current      medications.    Among   the    sample   of  patient 
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files  reviewed,  only  one  drug  allergy  was  documented  and 
this  documentation  did  not  provide  sufficient  data.  Only 
one  half  of  the  sample  of  patient  records  had  documentation 
regarding  allergies.  The  drug  abuse  history  serves  as  an 
indication  of  the  patient  attitude  toward  drugs.  In  only 
two  cases,  where  a  drug  overdose  was  used  in  an  attempted 
suicide,  was  a  semblance  of  drug  abuse  history  present. 
In  most  cases,  the  indications  for  each  medication  was 
apparent.  In  a  few  cases  the  consultant's  choice  of 
psychotropic  agents  would  have  differed  from  that  of  the 
prescriber  (#2-15731,  2-32375,  3-23809,  3-26640) .  The  use 
of  vasodilators  such  as  papaverine  HCl  or  isoxuprine  HCl  in 
the  treatment  of  Organic  Brain  Syndrome  due  to  cerebral 
vascular  insufficiency  has  little  supporting  evidence. 
Several  patients  on  the  geriatric  unit  were  receiving 
vasodilators  for  this  purpose  (#5-36965,  5-29888,  5499) . 
Unfortunately,  this  practice  is  prevalent  in  skilled  nurs- 
ing   facilities   nationwide. 

The  Board's  consultant  stated  that  relative  contraindi- 
cations to  psychotropics  (C24612,  3-20029,  2-25103,  5- 
36965,  3-34344,  5-29888,  see  Appendix  E)  were  present,  and 
in  three  cases  the  risk:benefit  ratio  is  not  justified 
(C24612,  3-20029,  5-29888) .  In  addition,  cases  of  drug 
toxicity  (C35768  and  5-29888)  could  have  been  precluded 
with  more    rational   drug  therapy. 

On  one  occasion  (C24612)  a  severe  drug  reaction  may  have 
been  avoided  if  a  well-trained  person  (psychiatrist  or 
other)       had   re-evaluated   the  patient   before   a   second  upward 
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increment  in  .  the  dosage  of  haloperidol  was  instituted. 
Fluphenazine  decanoate  is  an  injectable  preparation  given 
intramuscularly.  It  has  a  duration  of  action  such  that 
injections  are  usually  necessary  only  at  three  or  four  week. 
intervals.  In  one  case  (3-23809),  fluphenazine  deconoate 
was  being  injected  weekly.  There  is  no  apparent  reason  for 
the  frequency  of  this  injection,  other  than  it  may  be 
easier  to  remember  to  administer  a  drug  every  week  rather 
than   every  third  week. 

The  prescriber  for  each  patient  was  evident  since  all 
medications  were  rewritten  by  the  nurse  each  month  and 
countersigned  by  a  physician.  Only  one  case  of  multiple 
prescribers  v/as  found  (30115).  This  is  also  the  only  case 
found  where    some  orders   were  not    signed. 

The  responsibility  of  review  and  follow-up  is  taken  by  the 
physician  vvho  countersigns  the  monthly  orders.  It  is  hard 
for  the  Board  and  its  consultant  to  believe  that  an  active 
review  process  is  being  carried  out  by  these  physicians. 
In  one  case  (C 24612)  appropriate  follow-up  may  have  pre- 
cluded a  severe  drug  reaction  and  in  another  (2-32375)  a 
delay  in  changing  drug  therapy  may  have  been  avoided.  It 
appears  that  the  doctors  rely  heavily  on  the  nurses  for 
follow-up  on  drug  therapy.  (This  is  not  necessarily  bad, 
especially  if  the  competencies  of  the  nurses  are  suffi- 
cient) • 

The  Board's  consultant  stated  that  it  appears  that  no  one 
person  is  taking  the  time  necessary  to  integrate  all 
treatment  modalities.  In  addition,  no  one  is  following  up 
on     drug      therapy,    either   psychotropic   or  medical,    so    as   to 
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optimize  drug  therapy.  An  excellent  example  is  (3-36640), 
where  drug  review  is  needed,  as  the  drug  regimen  is 
questionable  and  the  diagnoses  are  explicit.  Serious  drug 
toxicity  or  reactions  v^ich  could  have  been  avoided, 
occurred  in  three  instances  and  an  unnecessary  delay  in 
changing  medications  occurred  in  a  fourth  case.  In  three 
cases  contraindications  were  present  which  should  have 
resulted  in  the  choice  of  a  different  agent.  Several 
patients  were  receiving  drugs  of  questionable  efficacy  or 
drugs  which  are  not  the  most  appropriate.  Some  drug  therapy 
regimens  according  to  the  consultant,  were  not  completely 
rational  and  one  even  borders  on  the  irrational. 

MEDICAL  RECORDS  DEPARTMENT 

Continual  corrections  have  been  noted  in  this  department 
by  the  Board  of  Visitors,  and  since  the  last  site  visit, 
additional  improvements  have  been  made.  In  the  last  sixteen 
months,  over  one-thousand  deficient  files  have  been  up- 
dated. The  department  has  hired  a  record  clerk  who  monitors 
discharged  persons  files,  flags  deficiencies  and  then 
informs  the  responsible  department/person  of  the  infor- 
mation necessary  to  complete  the  file. 

In-service  training  in  medical  terminology,  plus  a  future 
course  in  Basic  Medical  Records  Science,  is  being  offered 
to  ward  clerks  and  others  in  the  medical  records  depart- 
ment. The  department  head  is  attempting  to  get  additional 
monies  to  help  fund  the  staff  in  receiving  accreditation  as 
records  technicians.  Hopefully,  such  education  will  be 
provided   to  these  individuals  so  that  continual  monitoring 
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and  improvements  will  be  seen  in  the  records  system  at  Warm 
Springs  State  Hospital. 
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APPENDIX  A 
Organizational  Chart 


Director, 

Treatment 

Services 

c 

-a 

c 


O 

a. 

CO 


o  ^  c 
0  5  a 

■ 

.  ■  • :    , 

/ 

< 

D- 

w 
O 

x 

< 

H 

CO 

CO 

o 

c: 
c 

CO 


c: 
< 


c 

0 

si 

*->    J-. 

U        CO 

£    c 

Q    E 

•0 

< 

Directoi', 
Administration 


.  ■. 

Personnel 

iVIodica! 
Rocords 

Medical 

Lab 

.-; 

WARM  SPRINGS  STATE  HOSPITAL 
ORGANIZATION 

ADMINISTRATION  FUNCTIONS 


Nursing 

Inservice 

Coordination 

Training 

■  Director/;  ' 
Quality 
As su ran  CO 


Policy 
Dovelopment 


Tochnicnt 
Assistance 


WARM  SPRINGS  STATE  HOSPITAL 
ORGANIZATION 

QUALITY  ASSURANCE  FUNCTIONS 


Coordinator, 

Staffing 

■v^rvicos 


Director, 

Treatment 
Services 


Coordinator, 
Restorative 
1 &?IJiLCfll__ 


Supervisor, 

Supervisor, 

Supervisor, 

Geriatricj 

Children's 

Forensics 

Uf 

lit 
■—  ■     ■ 

Un 

't 

Unit 

i 


Supervisor, 

In-ako 

Unit 


_L 


Manager, 

General 

Psycliiatric 

Services 


Supervisor, 

Sliort-Term 

Unit 


■  o 


Supervisor, 
Long-Term 
'    Unit 


Supervisor, 

Pre-Release 

Unit 


-fcL' 


VJARM  SPRIIMGS  STATE  HOSPfTAL 
ORGAIMIZATIOIS! 

•  ,,  TREATIVIEIMTSIHRVICES    ' 


APPENDIX  B 
Region  II  Program 


REGIOM  II  .      ;      ■  . 

PR0^n3I0::;'vL  GSIKSPjIL  RULES 

■ 1- -HIT I  111 ■oiiiiiiiiiim  I I  iiiMM II KirriMWiiff 

1)  Patier.ta  admitted  to  '.'farm  Springs  State  ifoGpital  or  transferred  to  Region  II 
froia  another  V/arra  Springs  State  Kospital  Unit  "ill  bsgin  thsir  therapeuf:ic 
cjcperionce  from  our  closed  ward, 

2)  ^U  pp.i:ionts  vd.ll  be  expected  to  progress  from  the  closed  ward,  to  tha  inter- 
mediate -.fard,   and  finish  their  therapeutic  experience  on  the  open  ward. 
ProgrC35  v;ill  be  based  upon  spaciXic  behavioral  criteria,  •.     ■   , 

3)  Patients  may  participate  in  supei-'/ised  aGti^'ltie3  in  the  bjildiag  arjd  can  be 
allovred  to  go  to  the  food  center  at  tha  discration  of  tha  treatment  teaia  before 
diagnostic  clinic.     This  decision  by  the  treatment  team  v/ill  be  based  upon  43 
hours  of  observation  by  the  treatment  team. 

4)  AH  patients  v/ill  attend  regiilar  patient-staff  neetiiigs  on  the  ward  to  Vfhich 
■  they  are  assigned.  .,  .  .:  ..■'■' 

5)  To  insiirs  that  the  Region  II  therapeutic  coui-aunity  remains  as  positive  an 
experience  is  possible  for  both  patients  and  staff,    abusive  and/or  threatening 
language  v;ill  not  be  considered  as  an  appropriate  iray  to  express  angry 
feelings,  "■.■;„■"■.'■■.■•■■ 

6)  Threats  of  violence  or  violence  v/ill  not  be  tolerated,  •-",■. 

7).-    Tha  use  of  alcohol  and/or  street  drugs  severely  hampers  a  person's  ability 

to  function  and  rsaJces  tha  helping  process  mora  difficult  to  provide.     Therefore, 
all  patients  of  the  Region  II  therapeutic  cornmunity  are  to  abstain  from  alcohol 
and/or  street  drugs,  ,    ■  ._  .''....■_.■..■ 

,  S)     Issues  siurrounding  se:ca2lity  are  often  tirnes  frightening  and  danaging  to  patienbs 
■  .   .■   in  a  therapeutic  cousmnity.     Therefore,   patierrts  of  Region  II  therapeutic 

coRTiunity  are  to  abstan  frani  sexual  activity  •..■b.ile  patients  of  Region  II,         V-  ^  ', 

9)     Patients  will  participate  in  the  development  of  his  or  her  treatnent  plan.     -■:■,'.. 

10)     IriStitutional  safety  standards  require  smoking  ba  allovi-ed  only  in  designated 

areas.     Region  II  patients  are  to  abide  by  this  rule  for  this  rule  for  the  : 

safety  of  all  people  li"i/ing  and  v/orfdng  on  Region  II. 

H)  .  iill  patients  on  all  thrae  Region  II  v/artis  are  aslced  to  be  out  of  the  dorms  v:ith 
■  bed  area  clean  by  7:00  A.M.  on  weekdays.     The  open  and  internediate  vrards  will 
be  allowed  to  get  up  on  vreekends  and  late  as  10:00  A,M.  on  vreekends  and  holidavs. 

12)     Structured  activities  will  be  developed  by  staff  and/or  patients  ■  every  vreekday 
evening.     Patients  on  closed  and  interrr.ediate  wards  will  be  required  to  attend. 


CLOSED  'JARD  mii^:^!lO^^L  CRITSr?.IA. 

KTLIGY:     SuOix   members  v/Ul  assist  pabxenbs  assl-ned  to  the  clo3ed  vrarti  ta  p^r-ro-rr! 
t-ne  bshavioro  listed  balow,     \ihon  ths  patient  is  caoablc,    st.axi  r.-nber3 
iria  teach  hirn/lier  to   perform  t.'nose  beha-'/iors  co  that  rrox'einanb  to  tho 
inccr-ediate  v^ard  is  made  possible, 

i-i:^.i:££'   ^^i  closed  ward  patients  •rill  b-  reaiLirad  to  folio;.'  tha  schsdule  listed 
balo-.v  in  addition  to  follo'/<-ing  the  Gsr.eral  Region  II  rules; 

1)  .Ul  closed  v-ard  patients  will  be  supervised  hy  ni^ht  shirt  to  perrorn  the 
i"ollo',-;ir.3  behaviors : 

a.  face  and  hand  vrashino; 

CD  ..  .  •  - 

b.  personal  gr-ooniing  .■■■■,.:.         ;.■.■■ 

c.  teath  brushing  ...  ,.'■•' 
.    d,   p-^t  on  appropriate  clean  clothes.            '  _.     ■    ■ 

Cigarettes  will  be  distributed  after  thess  beha^/iors  are  conpleced  hy  all 
closed  v;ard  patients  and  before  said  patients  2-e  escorted  to  the  xood  center. 

2)  Those  closed  ward  patients  wlio  talce  rr.edicabions  xvill  return  frofn  the  food 
center  and  talce  their  rnorning  medications  at  tha  designated  area. 

3)  Vn-ien  rnorning  medications  are  corntiLeted,   closed  ward  patients  iriLll  be  reauir°d 
to  clean-up  their  bed  area  and  males  their  beds  with  staff  super-.-ision.    ^    '  "  . 

4)  Patients  v?ho  ajre  assi^aed  for  baths  on  a'  specific  daj  vjxli  itrir.ediatelv  be^in  ' 
t-nat  actxv- ty  after  bedmeking.     Patients  not  assigned  to  take  baths  on  thit  '      ' 
day  will  immediately  attend  their  therapeutic  scti^aties,  ■; 

5)  m_  patients  on  the  closed  vrard  v/ill  be  required  to  pai-tieipate  in  theraoeutic 
acti-vaiDic5  caily  from  8:30  A.M.  until  3:00  P.M.  if  apT:»roprlate  therapeutic 

acti\T.tie5  are  available,  .,,,.: 

6)  ■  Solscb  patients  will  be  required  to  particioate  in  assincsd  theraT3-irtic  exo-ri- 

.  ences  during  evening  shift,  ..  "  .,.''■.."       .     '^        . 

7)_    Froni  3:00  P.H,  until  5:C0  P.H.  is  designated  as  free  tine/ '^'V'^'^r   ■  rC ■■;■■■; "^•■;:^' 
S)     Closed  vrard  patients  will  be  escorted  to  their  acti-^ties  at  staff  discretion, 

Prorr.otion'  P.eaulrernents ;  /.■;.■■..  ■• '\\.:-\--  ■\:r^'.:::^y.{-.^,:     ■  [,  ^ 

Fallo-.i  the  above  described  schedule  v/ith  little  supervision^         '.■"■■  ■'"■:  :.'.'^     .".^  ■:"''^:-- 

Be  considered  a  potentially  acceptable  rnember  of  the  intermediate  ward  by  staff  and 
pac.ienL3,  -  ■,  ....  ._.  ,..,.•' 

Ee  '..-illing  to  abide  by  the  rules  of  the  intorniediate  x;ard.  ...  ;■ 

Priv-ila,''5-.3   allowed:  .  •  .       . 

Super-zisad  acti\d.ties  in  the  build-lng-  ■-  :    \.    ■  ■-■     "■, 

Cigarettes  contingent  upon  following  the  above  dtiscribed  cchadiae. 

Participation  in  supervised -Activities  ofC  of  the  building  at  staff  discretion. 


iriTEHMEDIATS  VfARD     B5HAVIQRAL     CRITERIA  '       ■   " 

ITILXCY:     Staff  members  vill  Gur>3rviss  patients  assisned  to  th3  intermediate  imrd 
m  psrforrning  thoss  bsha^/iors  learned  on  tha  closed  vrard.      In  addition 
tha  following  list  cf  expactations  vrill  be  required  of  inteniiediate        ' 
v;ard  patients. 

^ocednr3:  /Jl  intemsdiate  v/ard  patients  v/ill  bs  responsible  to  paorfcicipate  in 
developing  of  an  individualised  treatnsnt  package  v;ith  the  treatment 
teaoi. 

1}     Sach  intermaciate  T.'ard  patient  will  be  responsible  for  developing,   presentio--.  to 
tae  T:reat~.3nt  tea.-n  ar.d  impleraenting  three  (3)  thsrapsufcic  activities  to  replace 
those  required  on  the  closed  irard.  ,     -  -. 

2)  Interciediate  ward  patients  vfUl  be  responsible  for  the  care  of  their  o7ni 
laundr;/-.  "     ■,      ■-     /. 

3)  Inter.T.sdiate  :;ard  patients  '.riU  be  responsible  for  getting  to  and  from  their 
therapy  assignments  without  escort.     They  '.•/ill  also  be  responsible  to  pet 
ir-edications,   and  be  at  v/ard  functions  v/ith  nininial  supervision. 

U)     Intermediate  vrard  patients  will  be  required  to  cornplete  a  ward  chore  routinpTr 
^o  develop  a  sense  or  corjTtanity  responsiblity,  " 

Prono bion  P.ecuirement 3 :  ,■•':•' 

Maintadri  learned  behaiaors  from  closed  v;ard  experience,  ■ 

Fulfill  therapeutic  activities  contract.  .  ;.  ' : '\  \  ;■.    .• 

Function  as  a  contributing  n^erriber  of  the  intermediate  vard  coKimunity. 

Bex-/aluated  as  a  potentially  acceptable  mernber  of  the  open  vrard  by  both  staff 

and  patxents,  ■      :. 

?ri\dleg5s   illowsd;  ■       ■       "  -,..;■  ,."■■; -\  -■•■■./-'-'■ '\  •- 

Ground  passes  to  work  and  school  activities,  /  '.  .  .-';;/..:\' A-',  ...'.:[. 

Supervised  acti-.dties  off  the  building  and  off  the  grounds  at  staff  discretion.         • 

Up  to  3  hours  grovmd  parole.  ■  :■".:.'.         •'■'.-•  ■'  '    '■'■    '■'  ■'■ 


'  ^  opsvi  vrAiJD  ESHAVioriAL  crit:cria 


FOLIC  I:     Staix  v;ill  assist  ths  open  vrard  pabienb  in  \tQrli±n^  tiirough  iier/his  int'sr- 
porsonal,    institutional,   opsa  •.rard  co;r;:Tijniby,    aiid  discharge  rcj.sbed 
difficulties.      Open  ward  patients  ■,illl  raquire  negligible  superv-ioiozi  ar^d 
b-o  responsible  to  participate  in  treatrr.er.b  team  approved  assigruT.^nto, 
attend  reqi.iixed  fionctionG,    and  r.-.onitor  their  0".-;a  behavior.  j 

ProGedu:-?:    MX  open  v;ard  patieiits  v;ill  be  required  to  atter.d  their  assigned  thera- 
peutic experiences,   facilitate  the  developT.ent  of  a  sense  ox   couirnunity 
by  responsible  others-helping  behavior. 

1)  Open  v?ai-d  patients  vjill  be  required  to  respect  the  rights  of  others  to  privacy 
by  staying  out  of  other  patients  rooms,    and  by  not  handling  others  personal 
belon^iings, 

2)  l^'isitors  will  be  allowed  on  the  open  ^/ard  v/ith  a  per^-nit  only.   -  All     visiting 
of  open  v;ard  patients  vdll  be  done  in  the  designated  lounge,     llo  visiting  vjIU 
be  allo".;ed  in  patient's  rooms.     Visitor's  roo."^  is  for  use  vjith  visitors  only, 

3)  Each  patient  on  an  open  v;ard  v^ill  be  responsible  to  have  and  cai'e  for  personal 
items  such  as  cigarettes.  ""         . 

4)  The  East  vring  of  the  open  vrard  is  off  limits.  '  ;/' 

5)  Open  vfard  patients  are  responsible  for  getting  cm  meds,   attendance  at  thera- 
peutic assignments,  keeping  dora  room  clean,   groouiing  and  clean  clothing  as 
veil  as  regular  bathing  viithout  super^'j^'ision, 

6)  Ko  food  vrill  be  allowed  in  the  rooms,  ."  ...  .-  -V;  .       "  ■ 

7)  Open  vrard  patients  will  be  responsible  to  raaintain  the  dorm  area,  the  day  hall, 
and  bathroocns  t-fith  special  emphasis 'on  clearJ.ng  up.  after  oneself. 

Prorotion  Requirements:  ''J'^'-'l .:■    -     -'-  ■'"-"',/■" 

Eavelop  an  adeojaats  discharge  plan  vTith  the  social  worker  'which  is  approved  by  the 
treatment  tean.  .  :  .         >;;,.,  ;,.  ..-.■  ;■  ; 

Fulfill  the  above  described  expectations,  ,_:  ■  "■••''■-:.-■,,:-.;:      ."    ■.■.■•'■.. 

Privileges  Allo'.-?ed:  ■       '  '■;■■" 

Full  ground  parole.  ■,■.■■"■  -    -'■'    .         ^  ;-':,.  ^';.;.'':- 

Releases  to  the  community  for  business  matters  as  approved  by  the  treatment  teaa. 

Access  to  the  dorm  area  during  the  daj-time,  -'       ■['    ^.".      '  .  '■' 

Participation  in  the  development  of  the  rules  goverr-ing  the  open  v/ard  community,   '  "" 


C  ( 


WARM  SPRIMGS  STATE  HOSPITAL 
^  VfARM  SPRIMGS,  MONTANA 

PROGRAM  DESCRIPTION 

Discussion  Group  Therapy  -  Region  II  -  Monday,  Wednesday  I   Friday,  3:00  to  4:30 

This  is  a  discussion  therapy  group  for  residents  of  Region  II,  on  the  above  days 
held  in  the  conference  room  on  Region  II.  This  group  is  limited  to  nin^  members 
All  residents  are  eligible  for  evaluation,  to  be  included  in  this  group.  Acceotanc^ 
Is  based  on:  . 

1.  Availability  of  a  vacancy 

2.  ihe  resident's  ability  to  benefit  from  a  discussion  -  " 
group  therapy  situation,  based  on,  but  not  limited  '  ■  •"-. 
to  the  follov/ing:                        .    ■   ,  "     .  "  . 

a-  a  near  average  intelligence  quotient       '^  ■  • 

b.  near  average  verbal  skills  ^  ■  : 

c.  .near  average  cognitive  skills    "'  '  .       ■■,.  .  •'  ■  , 

d.  a  lack  of  overt  psychotic  syip.ptorns  -   ' 

Comn-ion  group  goals  include,  but  are  not  limited  to:  '      ' -"    .-  -■ 


1.  Increased  socialization  skills 

2.  Increased  communication  skills 

3.  Decreased  delusional  thinking 

4.  Increased  self-awarejiess 

5.  Increased  problem-solving  skills 


decreasing  expressions  of  delusional  nature,  identification  of  problems  and  ways  to 
deal  with  them.  Appropriate  Identification  of  internal  affect  and  methods  of 
appropriate  expressions  are  stressed  in  the  group  situatioa.        ■   .i,    . :-.  • 

Those  group  goals  and  individual  objectives  may  be  dealt  with  through  conventional 
psychotherapeutic  techniques,  including  Gestalt,  Reality  Therapy,  Transactional 
Analysis,,  Role  Playing,  or  any  combination  thereof.  ,  ■         ;. 

—  .  .Steve  Stauber,  RMT  ';:;■.-  •  '  ■ '"'■ 
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WARM  SPRINGS  STATE  HOSPITAL 

WARM  SPRINGS,  MONTANA 

PROGRAM  DESCRIPTION 

DISCUSSION  GROUP  THERAPY  -  Region  II,  Tuesday  and  Thursday,  3:00  to  4:00 

This  IS  a  Discussion  Therapy  Group  for  residents  of  Region  II,  on  the  above  days, 
held  in  the  conference  room  on  Region  II.  This  Group  is  limited  to  six  members. 
All  residents  are  eligible  for  evaluation  to  be  included  in  this  Group.  Acceptance 
is  based  on  : 

1)  Availability  of  a  vacancy.  ■ 

2}  Tiie  residents  ability  to  benefit  from  a  Discussion  Group  Therapy  situation  based 
on,  but  not  limited  to,  the  following:  .     — 

a)  Less  than  average  verbal  skills. 

h)   Less  than  average  cognitive  skills.  ■"  -■■  ,-,  • 

c)  The  presence  of  overt  psychotic  symptoms.  .  ' 

Common  Group  goals  include,  but  are  not  limited  to: 

1)  Increased  socialization  skills. 

2)  Increased  communications  skills. 

3)  Decreased  delusional  thinking. 

4)  Increased  environmental  awareness. 

5)  Increased  Group  tolerance.      .  \.,.  •■"■.'  .■  .    :  i 

6)  Advancement  to  Monday,  Wednesday  and  Friday  Group.  .    "   .;■ 
Individual  Objectives  may  include:                                      ■     /          ''■.    ;  V-;;'      -  s.^    .   " 

1)  Increasing  appropriate  verbalizations  on  request  and  spontaneously. 

2)  Decreasing  delusional  expression.  ■.    ■^. '■;',;'-;> '•■         '•■ 

3}  Increasing  communication  with  peers.  '    .  .    '"    L       "  ■    '    ''     ■  ' 

4)  Increasing  the  amount  of  time  tolerated  in  the  Group  situation.     '  .         .- 

5)  Increasing  appropriate  emotional  expression.  ■  ''        ':■ 

There  Group  goals  and  individual  objectives  may  be  dealt  v.'ith  through  conventional 
psychotherapeutic. techniques,  including  Gestalt  Reality  Therapy,  Rqle  Playing  or  any 
combination  thereof.       :  ■   .;.  ...'..■     .  .        ...  .•    ,  :    .-. 

Steve  Stauber,  RMT  "  ;    -  ;" 

ss/ph       ,        .       ■  '  .     -■'    " 

1/2810/5 
3/3/78 


WARM  SPRiriC-S  STATE  HOSPITAL 
WARi-I  SPHEIGS,  MONTAIjA 

PROGPuAJ.^  DESCRIPTION  ■.■.".■.;■. 

■  March  2,  I978  " 
laternedlate  Level  Group  -Region  II  -  Monday  thro-agh  Friday,  1:00-1:30  p.n/' 

w!/L^  ?^^^^°?  °f/^^i^^---s  of   Begion  II  vho  have  attained  intemadiat-  " 
le./el  soandmgs  m  the  regioaal  level  systea.  Resid-nt-  ^^   ->,->??? 
an  opportunity  to  earn  t.:o  hours  of  gro4d  P^^f^J  ^Cen^y^oL^W^^^ 
SSfiSr^^'"''  '^''''  oa_attenda.ce  in  their  scheduled  theS^euSr     '  ■ 

Each  resident  has  an  individualized  check  list  with  his  or  h-r  schedule  nf 
.nerapeutxc  activities  printed  in  a  vertical  column.  The  horizontal  tni     ' 
represents  the  days  of  the  veek  (Mondav  through  Fridav)   ^t.7         ?f  ^   ■ 
Mini   Tean  staff  ^enxhers  ask  the  resident  itieoTsil^J^^tlT^Z^^^^       ''" 
specxfxc  therapeutic  activities  scheduled  for  that,  pa^^ric^la^d'y   Th^"  "   ' 
resident  recexves  a  check  for  attending  the  activity  and  a  z^ro'io-   no-  .-  . 
.ng  the  actxvxty.  Each  activity  has  a  predetennined  posiJi?;  Jeinfo^ce^^^  nJ" 
ground  parole  or  smoking  privileges  vhich  is  avarded  continlLron  that T^'^ 
attendance  xn  therapeutic  scheduled  activities.         -V=en.  on  thai:  day  s 

After  a  tvo-veek  "baseline  period  each  resident  has  a  hehavio-al  o-blect^v^  -o 
Haxntaxn,  or  decrease  the  nunher  of  zeros  on  his  or  her  cSck  list  for^^S^ 
t.ro-veek  consecutive  period  foUo^rfng.  These  ohjectives^ay^e  Sufdif th^ 
progress  notes  under,  "Interniediate  Level  Behavioral  Check  Lst  Sbj^Jt^ves" 


ST/lc 

3/2/78- 

J'/STOS 


Steve  Stauher,  Ei'IT 
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WAE.M  SPRIITOS  STATE  HOSPITAL 
VAPuM  SPRINGS,  MONTAITA 

PROGRAM  DESCHIPTIOIT  ■.■  '  . 

March  2,   1978 
.  Music  Therapy  Group  -  Region  II  -  Tuesday  and  Thursday,  2:00-3:00  p.m. 

This  is  a  Music  Therapy  Group  for  residents  of  Region  II  held  on  the 
ahove  days  in  the  Region  II  conference  room.  This  Group  is  limited  to 
SIX  members.  All  Region  II  residents  are  eligible  for  an  evaluation  to 
be  included  in  this  Group.  Acceptance  is  based  on,  (l)  availability  of 
a  vacancy,  (2)  the  resident's  ability  to  benefit  from  a  Group  Kus-^g 
Therapy  situation,- 

Common  Group  goals  include:  '   ,  ■  "  , 

,    (1)  Increased  socialization  skills     -   .  ' 

(2)  Increased  coEmunication  skills        '   i- 
{3)  Increased  attention  span 
.{h)   Increased  relaxation  skills 

(5)  Increased  appropriate  emotional  expression 

(6)  Increased  awareness  of  self  and  environment  ■ 
■  (7)  Increased  self-image 

Individual  objectives  may  include  increased  number  of  appropriate  verbal! za-' 
tions  on  request  or,  spontaneously.  Increased  appropriate  eye  contact  during 
communication.  Decreased  number  of  interruptions,  subject  changes  or  wander- 
ing of  attention  episodes.  Decreased  time  spent  shaking  limbs  nervously, 
increased  identification  of  internal  feeling  states  and  increased  appropriate 
expression  of  feelings.  Also,  increased  reality  orientation,  increased  involve- 
jaent  in  successful  music  activities. 

Group  activities  may  consist  of,  discussion,  music  listening,  instrument   '■ 
playing,  singing  etc.  Behavior  modification  techniques  involving  appropriate 
use  of  positive  reinforcement  -will  be  strictly  employed. 


-"■■        ;  -';,   Steve  Stauber,  FJ-IT 
2/55T7  ,      . 


APPENDIX  C 
Region  V  Program 
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POLICY  STATEI'IDIIJT 


It  shall  be  the  policy  on  Region  5  that  all  patients  be  classified 

at  one  of  four  step  levels.  Each  step  level  vrill  have  a  clearly 

defined  set  of  responsibilities  and  privileges.  All  patients 

vill  be  placed  at  the  step  level  vhich  corresponds  with  their 

level  of  functioning.   The  only  exceptions  to  this  policy  vill 

be:  -  ■  .  ..  ■■[-''/' 

1»  CoT-irt  ordered  con^nitments  for  examination  and  evaltiation. 
Because  of  the  legal  status  of  their  comniitniant  wa  are  . 
.  :      prevented  froia  offering  a.  nore  complete  treatment 

program.  EiS  patients  may  leave  the  building  only  to 
■  go  to  the  dining  rooa. 

2.  Lover  Sanctioning  patients  for  v;hoa  this  system,  will 
:  :>:.      not  be  practical. 

In  a:i  effort  to  help  with  this  new  step  level  system  Region  5 

pati  3r.ts  will  form  a  Resident  Advisory  Council.  This  council 

vill  i-;av2  a  mambership  of  seven  people  -  2  from  Unit  35»  2  from 

Unit  %,   ^-i<l   3  from  Unit  33. 

The  lesidsnt  Advisory  Council  will  meet  on  a  regularly  scheduled 

basis  everj-  week.  The  council  v;ill  be  responsible  for  bringing 

patient  problems  to  the  attention  of  the  staff.  They  will  be 

xespcnsible  for  making  recommendations  to  the  staff  as  to  how  to  • 

deal  with  patient  problems.  They  will  also  be  responsible  for 

xeco::r::ending  promotion  or  demotion  from  the  step  levels. 

It  Eiust  be  stre  ssed  that  this  council  may  act  only  in  an  advisory 

.  cap3.city.  In  all  matters  the  staff  will  be  responsible  for 

making  final  decisions,  '  "•,■.,:■"..■■.,.'. 


CLf^SRD  V/ARD  VOLini^:c-j 


«wiBMiiBtiTiTiigai>&iigwniri'?rTTaaac3 


fVir-i   ff^llowlno:    Dol''.cle3    have   hv.er    sv.'b:?.'  cte'l    anrl    r-'^sseri    bv 
^,v^   Pa''.:^  e'"'"    Advisory   Council    and    tho  Re^rlo^.  V  Tre-'^.^ir.ent  Tear?, 

2.  ?-^"rso^r)i    v.-ii^rjv.    ii'^n    v?"!!!. '^'t   tno.y  ho   ta^rer;   oiit   of"    the  /d., 
■^rjll'li^or  by  thnr^e    1"/^  .1  vl  d'ailr,   on.   1  ovel   2,    with   the  written 
•■^.rd    •si.'T'r'^r?.   ^'-Tr-'^f^Tr^nt    ^^   that    I r/livio.iv-9.1   relea.sin.~   the   staff 
of   all   respoi^slblltv. 

3.  pv^o^ie   c=>llr;    can  br;  n^ade  at   arrvtime   --srcept  botween  11   tdh:. 
to   ?   a-n.      Indiv.l-iv^p.ls   are   entii^led   to   r-ri\'acv  at    thl-5'tiT-.e 
th'-it   hei^.o:,    they  are   able   to   be    in  the  office  alone  with" 
the  door   closed,  ■ 

4.  Slee-oine  hoijrG   on  the  weeV  days   vrlll   ^llow  the   IndivlduaT 
to   Kleen  un  to   ?;15   ^.th.  ■        '  ~    . 

5.  Sleet)   In  hours   on   the  Neek-end  will   be   for  all   thos.^  i-f^o 
choo?3e   to  do   so,   T^rith   the  exception  of  diabetics,"  who  must 


reqijest   to   sleen   in. 


'r>.    T"^.e  visitors   rooTn.  vrill   he  opened  to  all   irdivld^als  a^ 
anynine.      Shoiild   the   use  of   the  roon  be  reauired    Po^  ^ 
%-lnltor3   or!   st^e.ff,    it   In    the  iinderstandin^i 'that *thoS'^ 
in  the  roorn   sh.oll   lon.ve   the  area.      It   xh   also  ar^   und«-- 
st5>.ndinc!:  that   there  will   be   no   Sm.okinrr   in   this   area. 

?.    Those  vrhn  are  ^ernbers   on  the   Patient   Advisorv  Co^^ncll 

raay  move  to  the  open  wards  at  Khat-flT.es  thev"  so  ohooso  and 
for  thB.  lens:th  of  time  they  so  choose,  wit'^"  the  under-  '"" 
standlns:  that    they  be   only   invo?>.ved  with   council' rlt^-^-s 


■«^;fC,j;>.-..V.;;; 


T.      Policy;      Levals    of   res-Donsl'oillty   and   ancompanyin'   prlvile5;es 

have   been  develooed    to   aid   the   staff    in   Tilvin^   consistent 
and    objectiv-:;   resr>onseG    to   all   patients;    also   by  virtue 
of    the3  9   levels    each   r)atl5nt    should    be   nore   avrare  of  v.'hat 
is    exoected    of   hlrn  an^l   v;hat   privileges   he   has    in  his   treat-'" 
pient   clan. 

II,    Proced'irr-^ ;      Four  levels   have   been   established.      Level   I   beia=;  the 

lov?est   and    level    IV  the   hip:he."t.  •■.  . . 

I'^V^r    I  .     .-■  :."?■  ■ 

'  A.    Pertinent   to  ;  '.■"J;"'''''."" 

1.  All  new   ■oatients.  ■_  . .     -,.•■".'-.;'■. 

2.  All  T-iatlents    not    in  a  hircher   level.  .      ■   "■■■■"- 

3.  All  patients    transferred    frorc   another  unit.  ■"-"'■■ 
^4'.    All  patients   meetins    established  requisites    In   thl5   ~ -' 

level. 

1.  Hesnonsibilities ; 

1.  They  shall  take  their  medications, 

2.  They  shall  not  en^as;^  in  actin-i;  out  or  destructive 
behavior,  e^.,  throwln-T  and  breakin^x  thin.^s,  persis-^- 
tent  swearin-,  te-noer  tantrurr.s,  hittlnc;  others,  and 

so  on, 

3.  T'--v   shall   iTiake   their  oirn   beds    and  help  maintain 
the  v,%ard .  '  . 

h- .    Participation   in  all   assL-^ned    and   therapeutic   pro^rair.s 
and    v.'ard   duties   for   seven  d.ays   or  more  while   in  L^v=>l 
I.  .  ■ 

C.    Privile-es; 

1.    Dinin"  Roori.  ■"  ,"  .  .  ■       "         ■ 

.    ■      2.    Coffee— Q   2:30    t).!n..  .' ■  v-  .;  ..      ,    .        •;■"' 

3-    Television.  •     '■■  ••■■v':'     "  :..:'•■  ■ 

'^ .    Able   to   sit   on   porch. 

■  ,       5-    One    cif^arette   an  hour  on   the   half  hour.'    ,'■ 

■0,    ?'on-?rlvlleo:es ;  ,  ■        .     ■  •     .      ■.     ,;,;;/.:-  ■..-■ 

1 .    No   orround    parole.      .'■■    '  -'    '■■■  y  '::'■.'■'■-'■'  :'     [r   ■•!;;.;' 

.  ,  2 .    Mo   hoTBe   visits.  "  '     ■" 

3.    No  dlscharjj:e   TDosslbility  except   by  court   order. 
';  ::■-'  '         ^-    Must    be   on   a   closed  ward.  ■  ■:   ,   ^  :W    •■■    - 

Z.    Pro-notion  Requirernents    to    next   Level;      '  ■'"''  "'■^^'^^^■ 

1.    New  patients   successfully  fulfill  step  level- 1   "    "v— -^^v 

resr)onsiblities   for  at   least   seven  days.  '  "       '''r--^-- 

2., Transfer   patients   successfully  fulfill   steo  level'    :---' 

I   resrjonslblitles   for  at    least    two  days.      '  -         -  •  '  '.!>^-- 

S'!^:^?    L^r^L   TV/0    SHALL    P5:?lTAT?r  TO   TH0S3    3T5P    LWEL    I    PATIENTS  W^O        "-' - 
A--   PIlOnOTED   TFfR0U3K   ACTION  TAKEM  3V   ^RE   RESIDEfJT   ADVIGORY   CGUITCIL. 


:''.  ^crti.nent  to; 

1.  All  -m.t-.ientG  7:ho  hove  b3en  in  residence  for  seven 
days  or  nore, 

2.  All  Tjatioats  not  in  a  Ic^-cr   or  hi-her  level. 

3.  All  patients  m.eotin:?  established  require^ien' 


^.^.3 


3.    rtev^ponslhllitles  r  .       ,    -  ' 

1.  Participation   in  all   assl.^nsd   t.herap-utic   pros^rams 
and   ward    duties    as3l.;!:ned  iroon  reachln:-   Level   II    in 
addition    to   those   assi^-rned  while  on  Level   I   for 

seven   or  nore   days.  .■,•"...," 

2.  They  sh.all   take   their   medications.  -/    '  ■;" 

3.  They  shall   not    en^a^re   in  actin-s;  out   or  destructive      "^ 
behavior,    e^:.,    throv;in-  and   breakincc   thinprs,    persis-'     ' 

tent    CHearinr-c.    t'^r^o='r    -m-T-y^-'-'rr'^      vri  h^-i  v-,—    ^^--^ .^         j 

I,   n^,       ^-..^,  ,.t,.u-x  .anur-^.ius ,  niotln.^  owners  and  soon. 

^•.    Tney   nust   r-iamtam   crood    personal   ^roo^-an^. 

5.  Tney  rt:ust   observe   all   rules   and   re.crulations  of  WSSK 
and   specifically   those   of  He.-lon  V. 

6.  They  r^ust   show   consideration' for  the   comfoi-t  a..^    .pe-^s 
CI    tne   other   maMenfcs.  "" "    """""■    ■' '^-^^ 

C.    ?rivile~es;  -. 

1.  Dining  Rocn, 

2.  Coffee--^   2:10   ri.m.  '  ' 

3.  Television. 

^■.  Able  to  sit  on  Dorch. 

5.  One  cirvarette  an  hour  on  the  half  hour   '■ 

•  S'^Sr^  ^"-'"^f"  °^"  ^^"^   ^'^—''   '-^^^-^^3  v;ith  or  with  ou- 
buddy  UDon  discretion  of   RX  f^ar:^  ^ 

7.  Supervised  -activities-  dances.'  'shows,  canteen.   '   .• 
«.  ivro  day  home  visit  and  two  dav  travel  ti-e  a^" 

discretion  of  RX  tean.       "  "  .  .  .   . 

■  9.  Patient  employment  xnth  approval  of  EX  teaii-.   ■.■":•'■;■;'.■ 

D.  r-7on-?rlvlle.~e3 ;  .'  ■ 

.  1.  ?:o  discharge  Possibility  except  by  court  orde-  '  ■  '  ■ 
:  ^.    i-'iusi,  oe  on  closed  ward.  .—.,,- 

S.  Protnotlon  P-equireiients  to  nerct  Lev-=^i  •  ■   '  ■ 

.  ..   1.  Successfully  fulfill  ste^  level  two  requirea-nts  for' 
seven  or  nore  days.  \-^^^>-~i-^nr.s  lor 

2.  Request  api^roved  by  resident  council. 

3.  Resident  council  recorosendation  endorsed  bv  Rx  t-Pn  ' 

4.  If  request  rejected. mtlentnav  reappT ^  f o^  n^n-^-f' 

. :  5°j:?^  f-^'f"-  -^^-^^  -^  the-  ti.e'^o?^the;.';2:^^^'"^' . 

re-ularly  scheduled   neetin'?.  "--v.    ^     - .  _ . . 

•S'^??    LEVEL   THFiE^    S^'ATJ    o-jt^/t' at^i-  t^-v   mt-o"-   r  t^-t— -r-    n^-.  •  ■"- 

PHo:.c-^n  THHCUr^Fi   t^^Ic^r'^;^:4.V^."".;f^S.^l:ir^  T.O   PATIENTS  :;ho  ARE   Z' 

-      --^'-  ■    -'■■■■■-■    -^    ^:-i  n::.oiDj.r..t'   AO'/lSO.-iY  CCUNCIL. 


;  - 

L'^.'jy.L  ill. 


A.    ?'=^rtlnent    to; 

1.  All   DO.>ients   ^-iho   have   functioned    in   Level   II  for 
neven    or   i^ore   days. 

2.  All   patient?    not    in   a  lov.'er   or  hi-^her   level. 

3.  All   pr,tient5:   rreetinp:   e.ntahllsherl   requirements. 

?.  Responsibilities; 

1.  Po.rticiTiation  in  all  as5ie;ned  theraputic  proQ;raa3  and 
vrard  dv.tl.is  assi-Tned  xir^on   reaching  level  III  in  addition 
to  those  assi^rned  vrhile  on  level  I  and  II  for  seven  or 
more  dn.y3  . 

2.  They  shall  take  their  r:--' i  oat  ions .        ■        '   ■  ■■'  ■ 

3.  ^hi^y   n'vall  not  enr^age  in  acting  out  or  destructive  •  "   • 
behavior »  e-^,,  throwinrz:  and  breakin.--  thin:i:s,  persia-    ' 
tent  s^'earin^,  temper  tantrurr.s.  hittin,^  others  so  on. 

.    "'.  They  must  iriaintain  -Tood  personal  g;rooffiln5. 

5.  Tiiey   TCUSt  observe  all  rules  and  re.^ulations  of  i7S3" 
■  ,      and  specifically  those  of  He,H;lon  V. 

6.  They  nv.st  shovr  consideration  for  the  confort  and  needs 
of  the  other  oatlents. 

7.  Take  a  positive  and  realistic  and  active  part  in  setting 

.  one  or  more  c:oals  for  self -improvement  while  in  the"  "  ' 
hospital  and  Kork  on   its  attainment.  '"    '  ■ 

C.  Privileges;  ■.'..' 

1..  Dinin^:;  Room.  '■  •  ' 

2.  Coffee—Q  2;30  p.n.  '" 

3-  Television. 

^■.  Able  to  sit  on  porch. 

5.  One  pack  of  "cinrarettes  a  day.  - 

^.  Grounri  rarole— four  hours  to  full  ground  on  closed  ward  ' 

7.  Supervisied  activities-dances,  sho>7s  and  cant'-'-n 

«.  Coportunity  for  more  choice  in  theraontic  t)T-0':rrais 

narticipation.  "      "  ^   '     •  '  .  • 

9-  Possible  transfer  to  open  ward.         '  ■■'■      ■■'■;'' 
10.  Petient  em-oloyment  vrith  approval  of  RX  team.'  ■■ 
,.  •  •    11 . -Of  f-.c:roiinds  activities.  *      ■■'■,' 

.  ....,,   12.  Seven  day  home  visit.  Included  travel  time  '  at  dlscre^ 
;/;■,■,.■;.-  ,   tlon  of  the  RZ  Team.  -  -  ,  ,.,.....   • 

D.  .  Kon-Privile-es ;    .     ■  '        ''"    ''■^;'.' 

1.  ?Io  dischars-e  iDossibility  exceot  by  court  order. 

i.  Profit  ion  Requirements  to  next  Level;  '   "  :•-     '■■'''  -       ■'"-'■-■ 

.  ,   1.  Successfully  fulfill,  step  laxrel  requireirents  for  "    '  -V 
fourteen  or  F.ore  days. 

2.  Step  level  IV   shall"pertain  to  those  step  lev^i  m   "-■^■ 
oatients  who  are  promoted  throUK:h  action  taken  bv 

~.ne   resir^ent  council.  "  "  .   ■  .   j  '•, 

3.  Hesirlent  council  recommendation  endorsed  by  RY  t^a-,   '" 

^4-.  If  request  rejected,  patient  nay  reaor^ly  for  D-o-o-i'nn   "' 

,   to  the  resident  council  at  the  lime  of  their  •?;?;      " • 
ro^ulo.rly  scheduled  nzeetin^.  '--it.ir  ne^i; 

S-KP  L^VEL  IV  S"ALL  PSRTAI>;  TO  THOSE  3TS?  LSV^L  III  PATT^^-P'^ 
-o  AR.  FRO.O-0  -^R0U3R  ACTION  T.U(E::  3Y  THE  HESiSen^^'IdVIsSrY 


1  .;». 


I  •. 


A    P, 


^"Ttiner. t;  to; 

1.  All  oatients  -..ho  have  f-onctlnr-^d    in  l--^vni    tt-  ^    ^ 

or  w.ove   days.  •-  —^-^--i  xn  ±^j-el   llj,   for  fourfc* 

2.  All  pationts  not  in  a  low.-r  1^7-1  ^ 


V 

\ 


T.    Hosponsibllities; 

'•    ;"!:f:::;??!^^-„^^  ^^;   asci.;ned    theraputic    pro^ran:s   and 


f id.d  i 1 1  o n    to    t h o r^ e   a n s i 


They   shr^ii 


■■■:n 


?d  while   on  levels   I   II , and   III. 


■D-^ 


5. 
6. 
7. 


-:> 

1. 

2. 

5. 
6. 


.•■-■ill    takr-   their  Kodi  cations. 
Thoy  shall    not    en':a^e   in  aotlnV  oi^t   or  destructive     "     ' 
benavior.    e-.  ,    throi-rin^r  and   breaVin-:^  th^n-s      ^it'f^ 
tent    s:-re.nrin-,    te^^e^   ^'an-rms    'hV^-^^r    S'    ps--^-- 
j-ne,/    nust   mainnam   c-ood  T)srsonal   .c-rooTrin- 
^hey  ni^Gt   observe  all   ruler,   and   re-ulatio-^s  of  '^/S^'- 


spf^cifically  those  of  ne:rio-n  v' 


They  i^ust   shovr   consideration  ?or   the   confort   -^-^    neo-l- 
Oi    tho   other   Datien^s.  '---'-'■  <j-^  .,.: .   neea^ 

Tako   a  positi^-' and  "realistic   and   active   oar^    in   ^.f^n^ 
u^;„,t    ^.0.      ..oals   I  or   se-l:-,i-prov"snt  vrhn  e  in  i-^-g 
hospital   and   vrorl:  on   Its   attainment.  ~-   -"^    --= 

^^03;               ■      ■  ...;^    .         ■'       . 

CDen  Ward,                         *'  ,'-■■■..: 

Morce   visits,                          ;  ■..,'" 

Dischar-re   or  placements  *     ■       '     '■ 

0??l?:;°Jr:il;,E?f;--"^   ^— "   participation. 

Patient    erioloyr'ent . 


\ 


'Sisin  the:  hi:jh?:3t  levh- 


Li/SL  PCSSIdLS! 


^"  r'liofl^'.T'''^'''^'^  ^''^"  ^^^  social  worker  in 
;  .  reieaoe  and  ai  cercare  plannin.^:. 


APPENDIX  D 
Intensive  Treatment  Unit  Procrram 


I.T.U.  Program  Manual 


This  Information  manual  Is  designed  to  help  mental 
health  professionals,  clinics,  and  agencies  dealing 
with  the  Schizophrenic  patient,  develop  a  better 
understanding  of  the  resource  available  to  them  at 
Warm  Springs  State  Hospital  for  the  treatment  of 
the  acute  schizophrenic  patient.   Hopefully,  this 
manual  will  assist  you  in  understanding  the  policies 
and  procedures  of  the  Intensive  Treatment  Unit 
(I.T.U.) ,  and  heighten  your  awarense  of  an  existing 
resource  available  to  your  community  in  actively 
treating  the  schizophrenic  patient. 

If  you  have  any  comments  or  questions  regarding  the 
information  contained  in  the  manual,  or  wish  further 
information  about  the  Intensive  Treatment  Unit,  please 
feel  free  to  contact  the  I.T.U.  Program  at  Warm  Sprins, 
State  Hospital.  t         t. 

Phone:   693-2221  -  Extensions,  2416,  2465,  2463,  or 
Write:   I.T.U.  Warm  Springs  State  Hospital 
Warm  Springs,  Montana  59756 


Thank  Youl 


'i\.:tl'^\nunt_o''   Coals:  ■  " 

!.   'I'd  provLcle  an  intensive  therapeutic  treatment  setting 
Lor  the  rehabilitation  of  the  schizophrenic  patient. 

I   2.    Foster  a  therapeutic  milieu  which  facilitates  growth 
;;       into  intordepGndent  functioning  by  reducing  symptomatic 
I       liehavior  and  improving  self-care  skills,  appropriate 
social  behavior,  and  problem-solving  skills. 

3.    Development  of  a  cohesive  relationship  among  staff, 
patients,  family,  hospital,  and  the  community. 

A.    Provide  training,  education,  and  developmental  exper- 
iences for  hospital  staff  and  community. 

■J.    I'rovLde  an  atmosphere  for  training  and  education 
for  students  of  all  disciplines. 

6,  i'rovlde  an  atmosphere  for  research. 

7.  Return  patients  to  the  community  or  regional  wards. 
AilmLss  Lon:  - 

WIr'ii  a  patient  is  admitted  to  Warm  Springs  State  Hospital 
.ind  to  thoLr  respective  Region  (Ward),  and  meet  tlie  criteria 
set  for  til  for  admission  to  the  Intensive  Treatment  Unit,  they 
ran  lie  referred  immediately  following  the  mental  status  exam- 
inaLion,  to  tlie  Intensive  Treatment  Unit.   An  assessment  team 
from  I.'I'.U.  will  evaluate  the  patient  and  if  appropriate,  the 
patient  can  be  tranpEerred  to  the  I.T.U.  program,  providing 
a  bed  Is  available.  .  -. 

Patients  are  considered  for  placement  on  I.T.U.  on  a  referral 
I'roiii  the  mental  status  examiner  and/or  the  Region.   In  the 
event  bed  space  is  not  available  a  priority  waiting  list  will 
he  set  up  and  acuteness  of  the  case  will  be  considered, 
I'ormer  Intensive  Treatment  Unit  patients  with  long-term  treat- 
ment plans  (j'.oals)  ,  returning  to  Warm  Springs  State  Hospital, 
will  ho   ex|)ecced  to  return  to  the  Intensive  Treatment  Unit, 

i'he  nSM-II  will  be  tlie  primary  source  for  screening  patients 
I'lM-  the  schizophrenic  unit.   Also,  a  memo  on  the  Endicott- 
Spiti^er  criteria,  will  be  utilized  and  x>?ill  be  made  available 

lo  ,1 1  I  the  Keivlons. 


Exclusions  for  admission  to  I.T.U,  are:  * 

.1.   Organic  Brain  Syndrome  -  Retardation  IQ  below  80. 

2.   Criminal  Court  Orders  will  be  ^.ccepted  only  after 
team  evaluation  for  appropriateness. 


3. 

4. 

5. 
6. 


9. 


Character  Disorders. 

Psychosis  caused  by  alcohol  and/or  other  drug 
involvements  ^ 

Psychoneurosis. 

Schlzo-affective  Diaordera. 


7.  Manic-Depressive. 

8.  Multiple  Diagnosis,  except  when  schizophrenia  is 
regarded  as  the  primary  diagnosis. 

Security  patients  who  need  maximum  security  pre- 
cautions. -^  ^ 


*  May  be  exceptions  after  team  evaluation. 


_  1  - 


-  2  - 


PRIVILEGE  LEVEL  RYSTFM  FOR  I.T.U, 


UNIT  RULES 


1.  All  patients  are  expected  to  attend  meals 
and  activities  In  street  clothes. 

2.  All  group  meetings  are  mandatory.,  ^ 

3.  Phyaical  abuae  or  threats  of  abuse  to  per- 
sons or  property  ia  not  acceptable. 

A.  Sexual  activity  ia  not  permitted. 

5.  There  is  to  be  no  use  of  alcohol  or  non- 
prescribed  drugs. 

6.  For  safety  and  comfort  of  others,  smoking 
will  be  done  in  designated  areas  only, 

7.  Patients  are  expected  to  be  up  and  dressed 
and  bed  made  by  7:30  a.m.  on  weekdays  and 
10:00  a.m.  weekends  and  holidays. 

8.  You  are  expected  to  sleep  in  your  bed  only. 

9.  Quiet  time  begins  at  10:30  p.m.  dally. 

10.  Patients  may  not  enter  anyone  elses  room 
without  occupants  'permission. 

11.  Television  is  to  be  off  during  scheduled 

activities. 

12.  Patients  are  not  allowed  in  Nurses  Station 
except  when  staff  permission  is  given. 


^^H^^'""^^°'^''u^''^^^'  °f  privileges.  The  level  you  are  on 
Council  ?ht  I  you.  the  team,  and  the  Community  AdvlLry 
.nf^^  ^      determination  is  based  upon  your  behavior 

Tan       InlllTlll''   "''^'  y-  participate  in  your  trealmLt  pr 
gram.   Initially,  everyone  is  assigned  to  Level  D.  and  th^r^ 

fo%\rf'r'  ''"''^"^  ''''■'''   '^'^"^'^^  "-'--'   Changes!  Reques 
for  level  changes  must  be  initiated  by  the  patient  both 

for  increased  or  decreased  privileges!  However?  etafrmav 

your'eiro'r  :r:'  '^'"'"^  ^°"  ^^^  ^'''''   '°  ^^   h^rn-ful  to  ' 
your  leve!!       '    °^  "°'  """''"^'  '^'^   -^^"i^ements  of 

LEVEL  D 

sta^r^.r^^'fT^'^'^  activities  and  $5.00  canteen  book,  at 
staff  discretion.  Patients  are  required  to  stay  on  the  unit 
unless  escorted  by  staff  to  occupational  therapy,  Lais 
supervised  activities,  and  other  o£f  unit  consuls?    * 

Patients  at  this  level  are  working  toward  meeting  the  re- 
quirements of  Level  C.  This  level  Includes  patifnts 
newly  admitted,  patients  on  suicide  levels,  escape  pre- 
cautions, and  those  who  have  participated  In  a  maior 
incident  which  is  defined  as  an  incident  in  which  the 
patient  is  harmful  to  himself  or  others.  There  will  be 
48-hour  mandatory  time  on  this  level. 

LEVEL  C 

«^!ff°Hy  °^  ^"""'^  ^^'^"^^  "^'^^  °^  "i*=^°"t  «"  escort,  at 
staff  discretion.   Allowed  $5.00  cash. 


1. 


2. 


3. 


staff 'oV"^'''/"  'f '''  "'°'^^^-^  -  "^^^  ^'^  "ithout 
start  or  patient  assistance. 

»nf  ,,'°h'°<""''  "  """'"""'ly  appropriate  appearance 
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4.  Attenu  all  meetings  on  time  and  dressed  in  street 
clothes. 

a)  Group  and  pattsnta/ataff  meetings        -  : 

b)  Community  Advisory  Council  -  C.A.C. 

c)  Occupational  Therapy  ■..*;. 

d)  Psychological  Testing         ■     ;     '  . 

e)  Family  Conferences  .  . 

f)  Meetings  with  Therapist 

5.  Abide  by  all  unit  rules.    ;  :  '  ■. 

6.  Have  not  attempted  to  harm  self  or  others,  or. 
threatened  to  do  so  within  2A-hour8;  at  staff  dis- 
cretion, 

7.  Perform  Community  Jobs,  if  assigned. 

8.  Begin  to  set  goals  in  defined  problem  areas,  and 

engage  in  off  ward  program  schedules. 

9.  Attend,  on  time  and  dressed  appropriately,  recre- 
ational activities  and  supervised  activities. 

LEVEL  B  .,.'.[ 

Two  hours  of  limited  Ground  Parole.  Allowed  $10.00  cash. 

1,  Must  meet  all  requirements  of  Level  C. 

2,  Be  an  active  member  of  the  community: 

a)  By  participating  in  meetings  and  groups  in 
trying  to  solve  your  problems. 

b)  By  getting  to  know  the  people  living  and  working 
here,  and  letting  them  know  you. 

c)  By  showing  an  interest  in  the  events  going  on 
around  you. 

3,  Continue  to  set  your  goals  in  your  problem  areas. 
Development  and  participation  in  a  written  treatment 
plan  with  therapist  and  other  community  members. 


5  - 


4.  Participating  in  school  program,  patient  employment 
or  work  shop  activities  off  the  unit. 

5.  Begin  making'  plans  for  discharge  (for  example  - 
living  arrangements,  etc...). 

If  the  above  requirements  of  this  level  are  not  met,  re- 
turning to  Level  C  or  D  is  the  consequence. 

Ilevel  a 

«Has  full  Ground  Parole  with  store  and  Bird  Farm  privileges, 
Allowed  $10,00  cash. 


1. 
2. 

3. 


4, 


Meet  requirements  of  Levels  D,  C,  and  B 

Working  effectively  towards  completing  your  treatment 
.  programs. 

Independent  Project:   This  is  to  engage  in  an  inde- 
pendent project,  such  as  an  active  community  duty, 
such  as  escorting,  or  being  responsible  for  helping 
a  patient  in  liis  dressing  and  other  appropriate  be- 
^haviors,  such  as  assisting  in  cleaning  his/her  room. 
This  will  be  for  one  hour  a  day,  seven  days  a  week. 

Planning  for  discharge  ■-  Living  arrangements,  follow- 
up  therapy,  etc..  Must  demonstrate  concrete  plans  or 
arrangements. 


5.   Working  off  grounds  in  work  shop  or  school  setting. 


If  above  requirements  of  this  level  are  not  met,  returning 
to  Level  B,  C,  or  D  is  the  consequence. 
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FAMILY 


Pferences 


General  Goals: 


1. 
2. 
3. 
4. 


To  directly  Involve  the  patienta  family  and  friends 
in  the  overall  therapeutic  process. 

To  Involve  patients  family  and  friends  in  the 
initial  diagnostic  -  aasessraant  of  the  patient.  '  / 

To  improve  coraraunication  between  the  patient,  his 
family,  friends,  and  Hospital  staff. 

To  involve  patients  family  in  the  discharge  planning 

proceas. 


Procedures: 


1, 


The  patients  family  will  be  required  to  attend  sche- 
duled family  conferences.. 

a)  Minimum  attendance  at  aasessment  and  discharge 
conferences  is  expected. 

b)  Encourage  families  to  attend  additional  family 
conferences  to  facilitate  the  above  goals. 


VISITORS  POLICY 

Family  and  friends  are  welcome  and  encouraged  to  visit 

during  recommended  visiting  hours. 

Recommended  Visiting  hours  afe  1:00  p.m.  -  8:00  p.m.  daily 
(1:00  p.m.  -  7:00  p.m.  during  winter  hours  daily). 

Patients  are  obligated  to  adhere  to  their  treatment  .   . 
schedule.  .   .  ,• 

Visiting  is  to  be  done  in  designated  Visitors  Lounge. 

Patients  on  any  suicidal  level  must  be  accompanined  by  a 
staff  member.  Visiting  time  may  be  limited  at  discretion 

of  staff.  .  .    . 
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New  admissions  will  have  visiting  privileges  at  discretion 
of  staff  during  his/her  first  48-hour3  on  unit. 

Patients  in  seclusion  and/or  restraints  will  not  be  allowed 
visitors  at  any  time. 

For  your  convenience,  prior  notification  of  visits  would  be 
appreciated.     Thank  You! 

DISCMRGE  POLICY 


Formulation  of  a  Discharge  Plan  will  begin  when  the  Social/ 
Interim  History  is  initiated  through  patient/ team  interview, 
family  interview,  and  community  agency  contact. 

Social  Service  will  take  the  ultimate  responsibility  for 
discharge  planning. 

Discharge  from  the  Intensive  Treatment  Unit  may  be  initiated 
by  the  patient,  case  coordinator,  or  Community  Advisory 
Council. 

A  referral,  cither  written  or  verbal,  will  then  be  pre- 
sented to  the  treatment  team  for  its  consideration.   The 
patient  will  be  seen  by  the  treatment  team  for  the  purpose 
of  an  assessment  Interview  in  order  to  evaluate  the  patient's 
ability  to  function  in  a  community  environment. 

Results  of  evaluation  from  all  disciplineB  will  be  taken  into 
consideration  by  the  treatment  team  in  order  to  determine 
appropriateness  of  discharge. 

Community  Advisory  Council   (C.A.C.) 


The  entire  patient  community  functioning  aa  a  task  oriented 
problem-solving  group. 

Functions: 


To  organize  and  develop  unit  activities,  recommend  step- 
level  changes,  and  provide  feedback  regarding  unit  routine. 
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Organizat  it 

All  patientQ  will  attend  the  Community  Advisory  Council 
meetings,  along  with  the  Psychiatric  Aide  III  on  afternoon 
ahift  and  other  designated  personnel,  who  will  act  on  a 
consulting  basis.  • 

Policies;  *  :   , 

1.  C.A.C.  will  meet  weekly  on  Tuesday  nights  at  8:00  p.m. 

2.  Any  community  member  may  present  at  any  meeting  a 
suggested  policy,  request  for  action,  or  plan  directly 

.  to  the  community. 

3.  C.A.C.  will  follow"  the  practice  of  accepting  a  simple 
majority  vote  in  deciding  issues. 

4.  The  Treatment  Team  retains  the  right  to  veto  measures 
brought  forth  by  the  council. 

The  Sensory  Intergration  Program 

The  Schizophrenic  illness,  In  some  people,  has  a  tendency  to 
affect  the  ability  to  receive,  process,  and  respond  appro- 
priately to  information  conveyed  through  the  body  senses. 
Wien  this  happens,  posture,  speed  of  movement  and  behavior 

is  altered,  ■  .     ■   ■  ■ 

^■Jhen  a  patient  arrives  on  the  I.T.U.,  he  or  she  is  evaluated 
by  the  Occupational  Therapist  within  eight  working  hours  to 
assess  whether  or  not  there 'is  a  sensory  deficit. 

If  problems  are  found  the  person  is  assigned  to  a  therapy 
group  which  involves  a  structured  program  of  sensorimotor 
treatment.   Modalities  focused  on,  liiclude: 

1.  The  Vestibular  System  -  which  is  concerned  with 
detecting  motion  through  space  In  relation  to 
the  gravitational  pull  on  the  body.      ■  , 

2.  Proprioception  -  involving  positioning  of  the 
body  by  using  the  receptors  in  our  muscles, 
joints,  ligaments,  and  bones. 
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The  Sensory  Intergration  Program  conc. 

3.  The  Tactile  System  -  wl^ich  gives  us  the  ability  to 
discriminate  through  touch. 

4.  Vision  -  perceiving  position  and  form  with  sight. 

5.  Olfaction  -  our  system  of  smell. 

Baseline  information  is  recorded  on  all  individuiils  enttMring 
this  program  in  order  to  monitor  progress  througliout  Lreatmcnt, 
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APPENDIX  E 
Medicat  i  on 


TABLE  ONE 


Sunmiary  of  Documented  Drug  History 
Patient  Number   Medication   Allergy   Adverse  Drug  Reacti 


2-15731 

N 

—  --  bj 
N 

C  24612 

N 

N 

C  30992 

N 

P 

C  3011S 

N 

P 

2-32375 

N 

P 

3-23809 

N 

N 

3-20029 

N 

P 

3-21503 

N 

N- 

3-36640 

N 

P 

5-36965 

N 

P 

3-34344 

N 

P 

5-29888 

N 

N 

5499 

N 

P* 

C  35768 

N 

N 

Key:   P  is  present 

N  is  not  presen 

t 

*  is  not  compls 

te 

ons   Drug  Abuse 


N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 


N 
N 

P 

N 
N 
N 
N 
N 
P 
N 
N 
N 
N 
N 


^         Number:   2-15731        Location:   Region  2        Admitted:   6-25-76 

Diagnosis:   Schizophrenia,  chronic  undifferentiated 
Status  Post  Lobotomy,  1950 


Medications;  Mesoridazine  CSerentil^} 
Trihexyphenidyl  i 
MOM  with  Cascara 


Trihexyphenidyl  HCl  CArtane^) 


A.  History 

1.  Medication:  May  be  obtained  only  by  reviewing  the  entire  chart. 

2.  Allergy/ Adverse  Drug  Reaction:  Not  present 

3.  Drug  Abuse:  Not  present  •   "        ■ 

B.  Current  Medications 

1.  Indication: 

—Mesoridazine— Appropriate  for  diagnosis  and  current  symptoms. 
In  view  of  the  hyperactivity  described,  a  more  sedative  pheno- 
thiazine,  such  as  chlorpromazine,  may  be  a  better  choice. 

— Trihex>phenidyl  HCl— No  indication  documented.  Extrapyramidal 
side  effects  to  antipsychotic  agents,  the  usual  indication, 
are  not  described  and  are  less  likely  to  occur  with  this  class 
of  phenothiazine  than  with  most  other  phenothiazines. 

--MOM  with  Cascara--For  constipation  CSee  4,  Adverse  Drug 
Reaction),  Most  authorities  would  prefer  a  bulk  forming 
laxative,  eg,,  metamucil  and/or  a  stool  softener  such  as 
dioctyl  sodium  sulfosuccinate. 

2.  Contraindications:  None  apparent 

3.  Drug  Interactions:   Intended  CTrihexyphenidyl  HCl  and  Mesori- 
dazine), but  probably  not  necessary  (See  1.  Indications). 

4.  Adverse  Drug  Reaction:  Constipation  is  most  likely  secondary  to 
mesoridazine  and/or  Trihexyphenidyl  HCl.  This  is  a  side  effect 
which,  although  troublesome  to  the  patient,  does  not  usually 
cause  any  real  harm.   Since  the  indication  for  Trihex>'phenidvl  HCl 
IS  not  well  defined  it  could  be  suggested  that  this  side  effect 
could  have  been  avoided. 

5.  Dosage:   The  dose  of  Mesoridazine  has  been  gradually  increased 
one^the  past  year  in  an  effort  to  control  symptoms,  i.e.,  hyper- 
activity (See  Indications),  but  is  still  within  acceptable  ranae. 


6.  Prescriber:   Orders  signed  monthly 

7.  Review:  All  medication  orders  are  rewritten  by  the  nurses  once 
monthly  and  signed  by  the  physician, 

8.  Goals:   General  goals  defined  in  treatment  plan. 

9.  Medication  Record:  Present 

C.  Integration:  Not  documented 

D.  Comments:  Records  are  not  in  any  reasonable  order.  Procuress  notes 
are  not  in  chronological  order.  * 


Number;   C  24612        Location:   Region  2        Admitted:   3-16-69 

Diagnosis:  Schizophrenia,  chronic  undifferentiated 

Medications:  Thioridazine  (Mellaril  ] 

TrihexTOhenidylHCl  CArtane  ) 

Desenex^  Foot  Powder 

Various  others  recently,  but  not  currently 

A.  History 

1.  Medications;  May  be  obtained  only  by  reviewing  the  entire  chart. 

2.  Allergy/ Adverse  Drug  Reaction:  Not  present 

3.  Drug  Abuse:  Not  present 

B.  Current  Medications 

1.  Indications: 
— Thioridazine- -matches  diagnosis.     '         ■       ' 
— Trihexyphenidyl  HCl — for  adverse  reactions  from  thioridazine 

*  '^    ■  ■  on  an  as  needed  basis.  These  adverse  reactions  are  less  likely 

to  occur  with  Thioridazine  than  with  most  other  phenothiazines, 
and  therefore  this  drug  is  probably  not  needed. 
--Desenex^  Foot  Powder — No  indication  described. 

2.  Contraindication:  There  is  a  questionable  history  of  a  "heart 
attack",  but  vdth  a  nonnal.  electrocardiogram.  Thioridazine 
frequently  has  adverse  effects  on  the  heart's  rhythm,  but  none  ' 
is  documented  in  this  patient.  In  view  of  the  questionable 
history,  the  potential  benefit  probably  outweighs  the  risks. 

3.  Drug  Interactions:  Intended  CThioridazine  and  Trihexyphenidyl  HCl) 

4.  Adverse  Drug  Reactions 

--Frequent  urinary  tract  infections:  Urinary  statis  is  well  known 
to  predispose  to  urinary  tract  infection.  Thioridazine  and, 
in  the  past,  Trihexyphenidayl  HCl,  Loxapine  succinate,  and 
haloperidol  have  tended  to  cause  urinary  retention  Cstasis) 
and  contributed  to  these  frequent  infection. 

— Apparently  a  dystonic  reaction,  urinary  retention,  and  rash  on 
.1-18-78.  This  reaction  followed  an  increase  in  dosage  of  halo- 
peridol from  10  mg  three  times  daily  to  15  mg  three  times  a  day 
on  1-10-78,  and  up  to  15  mg   four  times  a  day  on  1-17-78.  The 
relationship  bet^v^een  dosage  increase  and  the  onset  of  these 
reactions  im.pllcates  haloperidol.  The  reaction  was  treated  with 
Trihexyphenidyl  HCl  (previously  prescribed  on  an  as  needed  basis) 


and  with  diphenhydramine  HCl  CBenadryl^} .   The  use  of  two  anti- 
cholonergics.  Trihexyphenidyl  HCl  and  diphenhydramine  HCl,  was 
probably  not  necessary  and  may  have  aggravated  the  already 
existing  urinary  retention,  A  single  agent  is  best.   The  psy- 
chiatrist did  docuinent  the  reaction  in  the  progress  notes,  but 
not  until  1-19-78.   This  note  indicates  only  a^raild  degree  of 
amelioration  of  symptoms.   No  further  notes  indicate  recovery 
or  further  improvement. 

5.  Dosage:  Currently  appropriate. 

In  the  past  the  dosage  of  haloperidol  was  increased  on  two 
occasions,- one  week  apart.  This  is  a  reasonable  increment. 
If,  however,  a  trained  observer  Cpsychiatrist  or  others)  had   • 
re-exarained  the  patient  on  1-17-78  before  increasing  the  dosage 
the  second  time,  he  or  she  may  have  noted  some  degree  of  dystonia 
and  averted  the  severe  reaction  which  occurred  on  1-18-78.'  (See 
Adverse  Drug  Reactions) . 

6.  Prescriber;  Orders  signed  monthly, 

7.  Review;  All  medication  orders  are  rewritten  by  the  nurses  once 
monthly  and  signed  by  the  physician.  An  apparent  lack  of  appro- 
priate monitoring  of  drug  therapy  is  described  in  the  sections  on 
dosage  and  adverse  drug  reaction. 

8.  Goals:   General  goals  defined  in  treatment  plan. 

9.  Medication  Record:   Present 

C,  Integration;  Not  documented. 

D.  Comments:  Over  an  hour  was  spent  reviexving  this  chart  and  trying  to 
put  things  together.  The  chart  was  very  disorganized  and  not  in 
chronological  order.  The  progress  notes  do  not  document  reasons  for 
changing  medications  and  dosages. 


Number:  C  30992  Location:  RegioQ  2        Admitted:  7/1/75 

Diagnosis:  Schizophrenia,  chronic  undifferentiated 

Medications:   Haloperidol  CHaldol^) 

Benztropine. mesylate  CCogentin  ) 

Desenex^  Foot  Powder  ■  .  ■ 

Chloramphenicol  Ophthalmic  Solution 

MOM  with  Cascara 

A-   History 

1.  Medication:  May  be  obtained  only  by  reviewing  the  entire  chart. 

2.  Allergy /Adverse  Drug  Reaction:  No  allergies;  drug  reactions 
not  mentioned. 

3.  Drug  Abuse:  Suicide  attempt  with  Sominex^  on  a  home  visitation 
in  2-78  is  documented. 

B.   Current  Medications 

1.  Indications 

--Haloperidol--appTopriate  for  diagnosis  and  documented  symptoms. 

--Benztropine  mesylate— appropriate  since  haloperidol  is  quite 
.  likely  to  produce  side  effects  which  can  be  at  least  partially 
reversed  by  benztropine  mesylate. 

--Desenex^  Foot  Powder--no  indication  described. 

--Chloramphenicol  Ophthalmic  Solution— a  reasonable  initial  choice 
for  conjunctivitis.   The  culture  and  sensitivity,  however,  re- 
vealed an  organism  which  was  only  intermediately  sensitive  to 
chloramphenicol.  When  this  result  was  available  a  reassessment 
should  have  been  made— if  the  eye  was  improving.  Chloramphenicol 
could  have  been  retained;  if  the  eye  was  not  improving,  switch- 
ing to  another  antibiotic  to  which  the  organism  was  more  sensi- 
•.tive  would  have  been  indicated.  No  progress  note  describing 
im.provement  or  lack  thereof  was  made. 

--MOM  with  Cascara--for  constipation  (See  adverse  drug  reactions] . 
Most  authorities  prefer  the  use  of  a  bulk  forming  laxative,  eg., 
metamucil  and/or  a  stool  softener,  eg.,  dioctylsodium  sulfo- 
succinate. 

2.  Contraindications:  None  described 

5.   Drug  Interactions:   Intended  (Haloperidol  and  Benztropine  mesylate) . 

4.  Adverse  Drug  Reactions:   Apparently  developed  constipation  secondary 
to  haloperidol  and  benztropine  mesylate  (the  latter  being  the  more 
likely).   This  side  effect  is  bothersome  to  the  patient,  but  is  not 
usually  of  any  real  harm  to  the  patient. 


5.  Dosage:  All  within  reason. 

6.  Prescriber:  Orders  signed  monthly. 

7.  Review:   All  medication  orders  are  rewritten  by  the  nurses  monthly 
and  signed  by  the  physician. 

8.  Goals:   General  goals  defined  in  treatment  plan. 

9.  Medication  Record:   Present 

C.  Integration:  Not  documented. 

D.  Comments:  Medication  orders  have  been  changed  frequently  with  little 
documentation  of  the  need  to  do  so.  Seclusion  and  restraints  have  hsen 
used  on  several  occasions. 


Number:   C  30115        Location:   Region  2      ,   Admitted:   3-13-71 

Diagnosis:  Schizophrenia,  paranoid  type 

Medications:  Haloperidol  CHaldol^} 

Trihexyphenidyl  HCl  CArtane^) 
Chlorpromazine  (Thorazine'^} 
O/ral^ 

MOM  with  Cascara 

A.  History 

1.  Medication:   Only  with  reviewing  entire  record 

2.  Allergy/Adverse  Drug  Reactions:  No  known  allergies;  drug  reactions 
not  mentioned. 

3.  Drug  Abuse:  Not  present 

B.  Current  Medications  '   . 

1.  Indications 

--Haloperidol --matches  diagnosis.  : 

—Trihexyphenidyl  HCl  — Indicated  for  probable  side  effects  of 
.  haloperidol. 

--Chlorpromazine--would  also  be  a  good  initial  drug  for  this 

diagnosis,  but  the  combination  of  haloperidol  and  chlorpromazine 
would  be  hard  to  justify. 
{^ 

--Ovral  —an  oral  contraceptive;  it  is  not  clear  to  me  why  a  con- 
traceptive is  necessary  in  an  institutionalized  patient . 

--MOM  with  Cascara--for  constipation.  .Most  authorities  prefer 
a  bulk  forming  laxative,  eg.,  metaraucil  and/or  a  stool  softener 
eg.,  dioc  tylsodiura  sulfosuccinate. 

2.  Contraindications:  None  apparent     ■   " 

3.  Drug  Interactions:  .  Haloperidol  and/or  chlorpromazine  with  trihexy- 
phenidyl HCl  intended.   Haloperidol  with  chlorpromazine— additive 
effects  probably  intended  but  it  is  hard  to  justify  using  these  two 
antipsychotics  together  (See  Indications) . 

4.  Adverse  Drug  Reactions:  None  documented,  but  hinted  at  ivith  the 
■   order:   "Haldol  concentrate  10  mg  AM,  15  mg  PM,  omit  one  dose  if 

too  drowsy,"  Drowsiness  is  a  comjnon  side  effect  which  is  common 
to  all  antipsychotics  and  is  sometimes  desirable.   It  is  more 
commonly  seen  with  chlorpromazine  than  with  haloperidol,  therefore 
it  would  be  more  logical  to  withold  a  dose  of  chlorpromazine. 


5.  Dosage:  All  are  within  acceptable  range. 

6.  Prescriber:   Orders  not  always  signed  monthly  as  is  the  usual 
case.   Three  different  physicians  have  signed  orders  in  the  last 
few  months, 

7.  Review:  All  medication  orders  are  rewritten  by  the  nurses  moPthly 
but  not  always  signed  by  the  physician^.  Review  is  unlikely  since' 
three  physicians  have  been  involved. 

8.  Goals:  General  goals  described 

9.  Medication  Record:   Present 

C.    Integration;  Not  documented 


Number:   2-32375        Location:   Region  2        Admitted:   1-26-77 

Diagnosis:   Schizophrenia,  chronic  undifferentiated 

Medications:   Haloperidol  Qialdol^] 

Benztropine  mesylate  O-ogentin  ] 
Prior  to  4-13-78 
Phenobarbital 

Benztropine  mesylate  (Cogentin^] 
A  §  D  Ointment 
Perphenazine  CTrilaton^) 

A.  History 

1,  Medication:  Only  with  reviewing  the  entire  chart 

2,  Allergy/Adverse  Drug  Reaction:  No  allergies;  drug  reactions 
not  mentioned. 

3,  Drug  Abuses:  Not  documented. 

B.  Current  Medications 

1.  Indications 

--Perphenazine— Matches  the  diagnosis,  but  with  agitation  a  more 
sedative  antipsychotic  may  have  been  more  appropriate  and  prob- 
ably would  have  obviated  the  need  for  phenobartital . 

—  Phenobarbital— Apparently  for  its  sedative  action  in  an  attempt 
to  relieve  agitation.  . 

--Benztropine  mesylate--both  perphenazine  and  haloperidol  are  quite 
likely  to  cause  side  effects  which  v^ill  be  at  least  partially 
reversed  by  Benztropine  mesylate. 

--A  §  D  Ointraent--apparently  for  some  condition  on  the  left  heel. ' 

--Haloperidol— a  rational,  probably  belated,  replacement  for 
perphenazine  and  phenobarbital. 

2.  Contraindications:  None  apparent 

3.  Drug  Interactions:   Benztropine  mesylate  with  perphenazine  or 
haloperidol  intended  (See  Indications] .   Perphenazine  with 
Phenobarbital --additive  sedation  intended  (See  Indications).' 

4.  Adverse  Drug  Reactions:  None  documented. 

5.  Dosage:   All  within  reasonable  range. 


6.  Prescriber:   Orders  signed  monthly. 

7.  Review:   All  medications  orders  are  rewritten  by  the  nurses  monthly 
and  signed  by  the  physician.  A  good  review  of  the  situation  should 
probably  have  resulted  in  the  change  to  haloperidol  several  weeks 
sooner. 

8.  Goals:   General  goals  defined. 

9.  Medication  Record:   Present 

C.   Integration:  Not  documented 


Number:   3-23809        Location:   Region  3        Admitted:   9-12-62 

Diagnosis:   Schizophrenia,  paranoid  type 

Medications:   Fluphenazine  (Prolixin  Decanoate^)  - 
Chlorpromazine  CThorazine^) 
Mesoridazine  CSerentil^] 

A,  History 

1. ■  Medication:   Only  with  reviewing  the  entire  record, 

2.  Allergy/Adverse  Drug  Reaction:  Not  present 

3.  Drug  Abuse:  Not  present 

B.  Current  Medications 

1.  Indications:  An  antipsychotic  would  be  indicated  based  on  diagnosis 
but  the  use  of  three  antipsychotics  is  difficult  to  justify,  even 

,  though  one  of  them  Cchlorpromazine]  is  as  needed  for  actin<J  out  or 
delusional  behavior.  ° 

2.  Contraindications:  None  apparent  '     . 

3.  Drug  Interactions:  Additive  effects  of  the  three  antipsychotics 

intended. 

4.  Adverse  Drug  Reactions:  None  documented  well.  Apparent  drowsiness 
on  1-3-78  noted  by  physician  in  progress  notes,  but  no  action  taken. 
On  7-7-77  "akikisia"  is  noted  by  the  physician  who  "reviewed 
medications  and  made  adjustments."  This  term  in  unfamiliar  nor  can 
It ■  be  located  in  any  dictionary.   I  suspect  that  either  akinesia 
akathisia  is  what  is  meant,  both  of  which  would  most  likely  be  an 
extrapyramidol  side  effect  of  one  of  the  antipsychotics, 

5.  Dosage:  All  within  acceptable  range.   The  dosage  of  fluphenazine 
decanoate  is  written  as  1  cc.   Since  the  drug  is  available  only  as  " 
a  25  m,g/cc  solution,  the  actual  dose  is  apparent.  However,  it  is 
preferable  that  the  dose  be  expressed  in  mg  so  that  if  a  more  con- 
trated  solution  is  subsequently  marketed,  no  confusion  v,?ill  result. 
Fluphenazine  decanoate  has  been  prescribed  to  be  given  by  intra- 
muscular injection  every  week.   In  most  cases  an  injection  every 
three  or  four  weeks  is  sufficient.   An  every  week  regimen  is, 
however,  much  easier  for  the  nursing  staff  in  terms  of  compliance. 

6.  Prescriber:   Orders  signed  monthly. 


7.  Review:  All  medication  orders  are  rewritten  by  the  nurses  monthly 
and  signed  by  the  physician. 

8.  Goals:   General  goals  defined 

9.  Medication  Record:   Present 

C.   Integration:  Not  documented 


Number;   3-20029        Location:  Region  3        Admitted:  6-4-76 

Diagnoses:   Moderate  mental  retardation 

Nonpsychotic  Organic  Brain  Syndrome 
Epilepsy,  Grand  Mai  Type 

Medications:   Phenobarbital 

Ethosuximide  CZarontin  j 
.  Chlorpromazine  CThorazine  ) 

A.  History 

1.  Medication:  Only  with  reviev/ing  entire  record. 

2.  Allergy/Adverse  Drug  Reaction;  Allergic  to  ivory  soap;  drug 
reactions  not  mentioned.. 

3.  Drug  Abuse:  Has  spent  most  of  his  life  in  institutions,  therefore 
probably  not  significant. 

B.  Current  Medications 

1.  Indications 

--Phenobarbital  and  Ethosuximide  for  epilepsy.  This  is  not  an 
unreasonable  regimen  assuming  a  single  drug  was  tried  initially. 

--Chlorpromazine- -no  indication  apparent. 

2.  Contraindications:  Chlorpromazine  can  predispose  susceptible 
individuals  to  more  seizures  and  therefore  needs  to  be  used  with 
caution.  In  this  case  there  has  apparently  been  no  problem. 
However,  in  the  absence  of  a  definite  indication,  one  must  wonder 
what  benefit  there  is  that  exceeds  this  risk. 

3.  Drug  Interactions:  Chlorpromazine  would  potentiate  the  sedative 
effects  of  phenobarbital.  Since  phenobarbital  is  being  used  as  an 
antiepileptic  in  this  case,  sedation  is  an  undesirable  effect. 
Phenobarbital  has  been  shown  to  decrease  the  blood  level  of  chlor- 
promazine, and  therefore  the  effect  of  chlorpromazine. 

4.  Adverse  Drug  Reactions:  None  apparent 

5.  Dosage:  Within  acceptable  range 

6.  Prescriber:   Orders  signed  monthly 

7.  Review:  Not  documented.   Blood  levels  of  anticonwlsants  (Pheno- 
barbital  and  previously  Phenytoin]  are  taken  every  three  months. 

8.  Goals:  Not  explicitly  stated 


9.   Medication  Record:   Present 
C.   Integration:  Not  documented 


D.   Comments:  On  one  occasion  C2-23-78}  a  note  stated  "Zarontin  not 
gotten  from  pharmacy,  therefore  not  given."  Missing  a  single  dose 
or  even  one  day's  worth  of  an  anticonvulsant  is  not°likely  to  be 
harmful,  but  since  the  pharmacy  is  only  a  few  blocks  away  it  seems 
to  me  to  be  prudent  to  call  over  and  obtain  some, 

I  cannot  determine  why  this  patient  is  at  WSSH.   I  do  not  see 
where  any  diagnoses  he  carries  should  confine  him  to  an  institution 
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Number:   3-21503        Location:   Regions        Admitted:   4-17-69 

Diagnosis:  Schizophrenia,  chronic  undifferentiated 

Medications:  Haloperidol  (Haldol^] 

Trihexyphenidyl  HCl  CArtane^} 
■  Desenex^  Foot  Powder 
Terra-Cortril^  Ointment 
Aspirin 

A.  History 

1.  Medication:  Only  with  reviewing  the  entire  record. 

2.  Allergy /Adverse  Drug  Reaction:  None  present 

3.  Drug  Abuse:  None  present 

B,  Current  Medications  ' 

1.  Indications 

--Haloperidol— matches  the  diagnosis  and  current  symptoms.   " 

--Trihex>^henidyl  HCl— often  necessary  for  control  of  side  effects 
of  haloperidol.  Usually,  however,  after  several  m.onths  one  can 
withdraw  the  trihexyphenidyl  HCl  without  problems. 

--DesenexR  Foot  Powder--athlete's  foot.      "       '   ■ 

--Terra-Cortril^  Ointment— for  some  condition  on  his  face.    ■ 

--Aspirin— no  indication  stated, 

2.  Contraindications:  All  antipsychotics  have  a  potential  for  dis- 
turbing the  heart's  rhythm  especially  in  persons  who  already  have 
some  abnormality  of  the  heart.  There  is  a  history  of  heart  problems 
here  that,  as  best  as  I  can  put  it  together,  originated  with 
rheumatic  fever  at  age  four  and. five,  which  led  to  mitral  stenosis 
Cmalfunctionmg  of  one  of  the  heart  valves),  which  resulted  in  a 
mild  degree  of  heart  failure  (as  evidenced  hy   a  slightly  enlarged 

■  heart  on  chest  x-ray  on  10-26-77)  and  also  resulted  in  at  least  one 
episode  of  Atrial  Fibrillation  (a  rhythm  disturbance  of  the  heart) 
witn  rapid  ventricular  response  of  150  to  ISO  [a  serious,  Dossibly 
life-threatening  consequence  of  the  rhythm  disturbance)  as' docu- 
mented by  electrocardiogram  on  7-11-77.   iVhen  questioned,  the  nurse 
was  not  aware  of  this  history.  Haloperidol  is  perhaps  a  good  choice 
for  an  antipsychotic  since  it  has  less  cardiovascular  effects  than 
most  other  antipsychotics.   In  the  presence  of  this  history,  more 
careful  monitoring  of  the  cardiac  status  is  required. 


3.  Drug  Interactions:  Haloperidol  and  Trihex>phenidyl  HCl  Contended] . 

4.  Adverse  Drug  Reactions:  None  documented,  although  it  is  conceivable 
that  the  episode  of  atrial  fibrillation  on  7^11-77  could  have  been 
prompted  by  antipsychotic  medications, 

5.  Dosage;   Acceptable 

6.  Prescriber:   Orders  signed  monthly. 

7.  Review:  All  medication  orders  are  rewritten  by  the  nurses  and 
signed  by  the  physician. 

8.  Goals:  General  goals  stated. 

9.  Medication  Record:  Present 

C.   Integration:  Not  documented 


Number:   3-36640        Location:   Region  3       Admitted;   4-8-76 

Diagnosis:   Acute  Brain  Syndrome 

Chronic  Severe  Depression 
■Nonpsychotic  Organic  Brain  Syndrome  with  Brain  Trauma 

^Sedications:   Thioridazine  Olellaril^] 
Amitriptyline  (Elavil^} 
Vitamin  Bj^^ 
Pemoline  tcylert^] 

A.  History 

1.  Medication:  Only  with  reviewing  the  entire  chart. 

2.  Allergy/Adverse  Drug  Reactions:  No  allergies;  drug  reactions 
not  mentioned, 

3.  Drug  Abuse:  Tried  to  overdose_  on  aspirin  CBufferin^J  in  1975. 

B.  Current  Medications 

1.  Indications 

--Thioridazine- -for  "increasingly  withdrawn  pattern" 
--Amdtriptyline— for  chronic  severe  depression  is  the  drug  of 
choice  since  depression  is  accompanied  by  anxiety, 

--Vitamin  B22--no  indication  documented. 

—Pemoline— probably  for  "Acute  Brain  Syndrome."  The  only  indica- 
tion for  this  drug  is  in  children  with  the  syndrome  of  minimal 
brain  dysfunction.  Its  use  in  this  patient  seems  inappropriate. 

2.  Contraindications:  None  apparent 

3.  Drug  Interactions:  Amitriptyline  and  Thioridazine  would  be  additive 
m  terms  of  side  effects.  Pemoline  would  tend  to  counteract  t^^^' 
sedative  effects  (though  minimal)  of  these  two  drugs, 

■  4.  Adverse  Drug  Reactions:  Pemoline  may  be  responsible  for  the  anxiety 
and  nervous  component  the  complex  of  symptoms. 

5.  Dosage:  Acceptable 

6.  Prescriber:   Orders  signed  monthly. 

7.  Review:   All  medication  orders  are  rewritten  by  the  nurses  and 
signed  by  the  physician.   It  appears  to  me  that  several  adjustments 
in  drug  therapy  need  to  be  considered.   Is  Vitamin  6^2  needed?  A 
therapeutic  trial  without  pemoline  appears  to  be  indicated. 


A  reassessment  of  diagnoses  is  needed.   Does  this  person  have  a 
schizo  affective  disorder  (in  which  case  the  amltriptyline  would 
no  longer  be  needed)  or  is  this  an  endogenous  depression  C  in 
which  case  it  may  be  worth  trying  to  wean  the  patient  from  thiori- 
dazmej  . 

8.  Goals:  Need  to  be  redefined, 

9.  Medication  Record:   Present 

C.   Integration:  Not  documented 


Number:  5-36955        Location:  Geriatrics        Admitted ;  7-7^77 

Diagnoses:   Organic  Brain  Syndrome  with  cerebral  disturbances 
Cantagonistic  behavior,  mental  confusionl 
Cerebral  Vascular  Accident  with  Residual  Symptoms 
Heart  Failure,  Atrial  Fibrillation 

Medications:  Digoxin  (Lanoxin^} 

Haloperidol  CHaldol^} 

Papaverine  HCl  [Pavabid^) 

Nitroglycerine  CNitrobid^] 

Allbee  with  C^ 

Ensure^ 

Ibuprofen  (Motrin^]  '    ' 

Keri  Lotion^ 

A.  History 

1.  Medication:  Only  with  reviewing  entire  record 

2,  Allergry/ Adverse  Drug  Reactions:  No  allergies;  drug  reactions 
not  mentioned, 

■3.   Drug  Abuse:  Not  present 

B.  .  Current  Medications 

1,  Indications 

--Digoxin— for  heart  failure  and  atrial  fibrillation 

--Haloperidol --probably  for  control  of  antagonistic  behavior. 

--Papaverine  HCl  and  Nitroglycerine— are  most  likely  being  used  to 
increase  cerebral  blood  flow  hoping  to  improve  symptoms  of  organic 
brain  syndrome.  Most  authorities  feel  that  these  drugs  are  inef- 
fective for  this  purpose. 

--Allbee  with  C^  Cvitamins)  and  Ensure^--are  dietary  supplements. 

--Ibuprofen- -no  indication  documented,  but  would  assume  some  com- ' 
plaints  of  arthritis  is  the  indication. 

--Keri  Lotion^- -no  indication  documented. 

2,  Contraindication:  Haloperidol  should  be  used  with  caution  in 
_  persons  with  heart  disease, 

3,  Drug  Interactions:   Possible  additive  hypotensive  Cblood  pressure 
lowering)  effects  of  haloperidol,  papaverine  HCl,  and  nitroglycerine. 

4,  Adverse  Drug  Reactions:  None  documented. 


5.  Dosage:  The  dosage  of  digoxin  is  on  the  high  side  for  a  person  of 
this  age  (birth  date,  12-8-1S98] .  The  dosage  appears  to  be 
acceptable  based  on  clinical  parameters,  but  a  digoxin  blood  level 
would  be  indicated  for  confirmation. 

6.  Prescriber:   Order  signed  monthly. 

7.  Review:   All  medication  orders  are  rewritten  monthly  by  the  nurse 
and  signed  by   the  physician.   Progress  notes  v;ritten  hy   the  physi- 
cian are  frequent,  but  the  handTOiting  is  so  difficult  to  read  that 
it  is  doubtful  the  notes  can  be  decifered  even  hy   the  author.  The 
nurses  admit  to  having  difficulties  and  express  gratitude  that  the 

.  physician  usually  also  tells  them  what  he  has  written. 

8.  Goals:  Need  more  specific  definition 

9.  Medication  Record:   Present 

C.   Integration:  Not  documented. 


Number:   3-34344       Location:   Geriatri.es       Admitted:   2-18-77 

Diagnoses:   Schizophrenia,  paranoid  type 

Hiatus  hernia  with  esophageal  reflux,  esophagitis,  and 

esophageal  stricture 
Benign  Prostatic  hypertophy  •  '       ' 

Right  Inguinal  Hernia  ,     , 

Atheroscherotic  Cerebral  Vascular  Disease 

Medications:  Haloperidol  (Haldol'^) 
Ensure^ 


A.  History 

1.  Medication:   Only  with  reviewing  entire  record, 

2.  Allergy/Adverse  Drug  Reactions:  No  allergies;  drug  reactions  not 
mentioned. 

3.  Drug  Abuse:  Not  present 

B.  Current  Medications 

1.  Indications 

— Haloperidol--matches  the  diagnosis  o£  schizophrenia. 
--Ensuref^--is  a  dietary  supplement. 

2.  Contraindications:  Haloperidol  has  some,  but  not  strong,  anti- 
cholinergic effects  which  could  aggravate  the  hiatus  hernia,  the 
esophagus  problems,  and  the  benign  prostatic  hypertrophy. 
Haloperidol  probably  has  less  of  these  effects  than  other  anti- 
psychotics, but  still  must  be  used  with  caution. 

3.  Drug  Interactions:  None  apparent 

4.  Adverse  Drug  Reactions;  None  documented. 

5.  Dosage:  Accpetable 

6.  Prescriber:   Orders  signed  monthly 

7.  Review:   All  medication  orders  are  rewritten  monthly  by  the  nurse 
and  signed  by  the  physician. 

8.  Goals:   General  goals  stated, 

9.  Medication  Record:   Present 


Integration:   Not  documented. 


Co.minents:  It  seems  highly  unlikely  that  a  person  witli  a  hiatus  hernia 
and  esophageal  problems  would  not  benefit  form  antacids.  In  fact  it 
IS  surprising  that  he  is  not  already  receiving  antacids 


Number:   5-29S88        Location:   Geriatrics       Admitted:   6-28-68 

Diagnosis:   Nonpsychotic  Organic  Brain  Syndrome  Secondary  to  Arteriosclerosis 
TB,  inactive 
History  o£  Phlebitis 
Heart  Failure 
Epilepsy 

Medications:   Furosemide  (Lasix^) 
Digoxin  (Lanoxin^} 

Allbee  with  C^  *      ' 

Thioridazine  (Mellaril^] 
Isoxsuprine  HCl  CVasodilan^} 

A.  History  • 

1.  Medication:   Only  with  reviewing  the  entire  record. 

2.  Allergy/ Adverse  Drug  Reactions:  Not  present 

3.  Drug  Abuse;  Not  present 

B.  Current  Medications        ■  ; 

1.  Indications 

--Furosemide  and  digoxin--£or  heart  failure 

R 
— Allbee  with  C  --as  a  vitamin  .supplement 

--Thioridazine- -indication  not  documented 

--Isoxsuprine  HCl--probably  intended  to  increase  cerebral  blood 
flow  hoping  to  improve  the  symptoms  of  organic  brain  syndrome. 
Most  authorities  doubt  the  efficacy  of  this  drug  for  this  use. 

2.  Contraindication:  Tnioridazine  has  a  potential  to  produce  dis- 
turbances of  the  heart's  rhythm,  especially  in  the  presence  of  pre-' 
existing  heart  disease.  Most  other  antipsychotics  have  less  of  a 
propensity  for  these  effects  than  does  thioridazine  and  therefore 
would  have  been  a  better  choice,  if  indeed  an  antipsychotic  is 
indicated. 

3.  Drug ^Interactions:  There  is  a  slight  potential  for  additive  hypo- 
tensive Cblood  pressure  lowering)  effects  betv/een  Isoxsuprine  HCl 
and  Thioridazine.   Furosemide  potentiates  the  effects  of  digoxin 
by  depleting  myocardial,  and  total  body,  potassium.   This  effect  is 
being  monitored  with  monthly  serum  potassium  determinations. 

4.  Adverse  Drug  Reactions:   Digoxin  toxicity  in  mid-December,  1977, 

as  evidenced  by  bradycardia,  confusion  and  disorientation  and  could 
have  been  anticipated  because  of  decreased  renal  function  as 
evidenced  by  elevated  blood  urea  nitrogen  and  serum  creatinine. 


Number;  5499        Location:  Geriatrics  ,     Admitted:  11-28-73 

Diagnoses:  Nonpsychotic  Organic  Brain  Syndrome  Secondary  to  Cerebral 
Arteriosclerosis 
Allergy  of  unknown  etiology 

Diffuse,  generalized  osteoporosis  of  left  knee 
Seizure^  unknov-m  etiology 

Medications:   Phenobarbital 

Papaverine  HCl  (Pavabid'^) 
Kenalog  Cream^ 
Dulcolax^  Suppositories 

A.  History 

1.  Medication:  Only  with  reviewing  the  entire  record. 

2.  Allergy/Adverse  Drug  Reaction:  Possibly  phenytoin  CDilantin^] , 
but  the  actual  reaction  and  circumstances  are  not  described. 

3.  Drug  Abuse;  Not  present, 

B.  Current  Medications  ,     . 

1 .  Indications     ,  ' 

--Phenobarbital--for  seizure  disorder. 

--Papaverine  HCl--probably  intend  to  increase  cerebral  blood  flow- 
hoping^  to  improve  the  symptoms  of  organic  brain  syndrome.  Most 
authorities  believe  papaverine  is  ineffective  for  this  purpose. 

--Kenalog  Cream- -probably  for  the  allergy  of  unkno'.m  etiology. 

--Dulcolax  Suppositories--for  constipation.  Most  authorities 
would  prefer  a  bulk  forming  laxative,  eg.,  metam.ucil  and/or 
a  stool  softener,  eg.,  dioctyl  sodium  sulfosuccinate,  especially 
in  a  geriatric  patient. 

2.  Contraindications:  None  apparent 

3.  Drug  Interactions:  None  apparent 

4.  Adverse  Drug  Reactions:   None  documented 

5.  Dosage:  Acceptable 

6.  Prescriber:   Orders  signed  monthly. 

7.  Review:  All  medication  orders  rewritten  monthly  by  the  nurse  and 
signed  by. the  physician. 


8.  Goals:  General  goals  stated 

I 
C.    Integration:  Not  documented 


The  dosage  of  digoxin  was  decreased  on  12-20-77  with  apparent  reso- 
lution of  s>Tnptoms.   A  digoxin  blood  level  at  that  time  would  have 
been  helpful  in  establishing  the  correct  dosage  level,  but  was  not 
done . 

5.  Dosage:   Digoxin  dosage  initially  too  high  (See  Adverse  Drug 
Reactions) 

6.  Prescriber:   Orders  signed  monthly. 

7.  Review:  All  medications  are  rewritten  monthly  by  the  nurse  and 
signed  by  the  physician, 

8.  Goals:  General  goals  stated. 

Integration:  Not  documented. 

Comments:  From  2-21-78  to  2-28-78  he  received  30  rog  of  Phenobarbital 
three  times  daily,  but  no  order  for  this  drug  could  be  found  on  the   " 
chart.   He  has  been  on  Phenobarbital  in  the  past  for  epilepsy,  but  this 
was  discontinued  on  9-28-77. 


Number:   C  35768       Location:   Geriatrics       Admitted:   3-1-74 

Diagnoses:   Psychotic  Organic  Brain  S>7idroine  associated  with  Senile  Brain 
Disease 
Seizure  Disorder 
Heart  Failure  with  pulmonary  edima 

Medications:   Phenytoin  Ma  CDilantin^] 
Mycitracin^  Ointment 

A.  History 

1.  Medication:  Only  with  reviewing  entire  record 

2.  Allergy/ Adverse  Drug  Reactions:  Not  present 

3.  Drug  Abuse:  Not  present 

B.  Current  Medications    .         , 

1.  Indications 

--Phenytoin  Na-for  seizure  disorder.  Mycitracin  apparently  for 
some  process  on  left  hip,  most  likely  a  bedsore, 

2.  Contraindication:  None  apparent 

3.  Drug  Interactions:  None  apparent 

4.  Adverse  Drug  Reaction:  Phenytoin  toxicity  may  have  contributed  to 
an  episode  of  heart  failure  with  pulmonary  edema  on  2-8-78. 

5.  Dosage:   Phenytoin  was  once  too  high  but  has  been  adjusted  dovmward. 
Ihe  increase  m  phenytoin  was  apparently  stimulated  by  a  low  serum 

.   phenytoin  level  (5.3  mcg/ml  on  11-4-77]  and  a  single  documentat«d   ■ 
seizure  on  1-19-78.  This  level  is  somewhat  misleading  since  the 
5?'^"'.^ ,.   ^"^  concentration  at  that  time  was  also  slightly  low   ' 
C2.9  Gm/dl  on  1-3-78}.  The  albumin  concentration  determines  the 
precentage  of  drug  not  bound  to  plasma  proteins.   This  unbound  drug 
•  t\^^^^^''^^'^^,   ^^g-  Nevertheless  a  dosage  increment  was  probably 
not  indicated  unless  further  seizures  occurred.   On  2-8-78  phenytoin 
was  discontinued,  presumably  because  of  toxicity,  and  on  2-14-78 
was  remstituted  at  the  same  dosage  as  before  the  dosage  increment 
No  seizures  have  been  documented  since. 

6.  Prescriber:   Orders  signed  monthly. 

7.  Review:  All  medication  orders  are  rewritten  by  the  nurse  monthly 
and  signed  by  the  physician. 


8.   Goals:   General  goals  stated, 
C.    Integration:  Not  documented. 


APPENDIX  F 

Accepted  Professional  Standards  in 

Patient  Care  -  Treatment 


Accepted  Professional  Standards 
In  Patient  Care  and  Treatment 

by  Dr.  Jan  Wollersheim 


Licenses  in  psychology  are  generic  and  are  not  given 
in  particular  specialty  areas.   Rather,  the  licensee  re- 
ceives a  letter  from  the  Board  of  Psychologists  designating 
his  specialty  area  and  this  specialty  area  is  also  listed 
on  the  official  lists  of  licensed  psychologists  which  is 
published  annually  by  the  Montana  Department  of.  Profession- 
al and  Occupational  Licensing. 
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There  are  several  courses  of  action  open  to  this  in- 
dividual.  He  may  confine  his  work  to  those  of  a  develop- 
mental psychologist  in  contrast  to  those  of  a  practicing 
clinical  psychologist.   This  alternative,  however,  may  be 
unrealistic  in  terms  of  the  psychological  needs  of  the 
children  on  the  unit.   Another  alternative,  and  perhaps 
the  best  one,  would  be  that  the  psychologist  officially 
enter  a  retraining  program  in  order  to  change  areas  of 
specialization.   Such  a  program  is  outlined  in  the  March, 
1976  APA  Monitor,  an  official  publication  of  the  American 
Psychological  Association.   Should  this  course  of  action 
not  be  possible  at  the  present  time,  a  minimum  require-. 
ment  in  order  to  comply  with  accepted  standards  of  practice 
in  psychology  would  be  for'  the  resident  psychologist  to 
be  supervised  by  a  licensed  clinical  psychologist  who 
would  be  responsible  for  all  of  his  clinical  work.   Such 
a  supervisory  relationship  x-/ould  allow  the  program  psy- 
chologist to  work  in  those  activities  deemed  appropriate 
and,  if  these  activities  are  clinical  i.n  nature,  they 
would  be  supervised  by  a  licensed  clinical  psychologist 
who  would  assume  responsibility  for  them. 


Clearly,  the  hiring'  s taf f  at  Warm  Springs  State  Hos- 
pital should  not  be  reprimanded  for  such  a  situation  be- 
cause there  has  been  a  considerable  amount  of  confusion 
^°'^.??^J°"^i^y  ^"^  state-wide  regarding  what  qualification 
constitute  adequate  training  in  various  specialty  areas 
in  psycnology    In  the  past  year,  both  national  and  state 
rules  and  regulations  have  become  much  more  clear  cut 
in  hiring  psychologists,  the  staff  at  Warm  Sprinag  State 
Hospital  should  feel  free  to  seek  out  consul?at?Sn  reja?- 
dmg  what  constitutes  adequate  qualifications  in  this  area 
from  people  knowledgeable  about  current  professional  prac- 
tices.^ Tne  Montana  Board  of  Psychologists  would  be  most 
happy  uo  help  any  hiring  agency  evaluate  the  adequacy  of 
a  candidate's  qualifications  for  the  practice  of  clinical 
psychology.   Agencies  must  be  careful  in  the  hiring  of 
psychologists  because  all  psychologists  are  entitled  to 
be  licensees    Experimental  psychologists  sometimes  obtain 
licenses  such  that  they  can  engage  in  consultation  actW- 
ities  in_their  area  of  specialty.   However,  State  agencies 
and  institutions  in  the  field  of  health  care  are  most  often 
interested  in  employing  psychologists  who  are  specialized 
in  Clinical  work  involving  patient  assessment  and  treatment 
it  IS  important  then,  in  hiring  practices,  that  they  hire 
a  licensed  psychologist  whose  specialty  area  is  designated 
as  Clinical  psychology.  , 


The  unit  director  reported  that  he 
mission  from  the  administration  to  hire 
ogist  for  the  children's  program  and  tha 
trying  to  recruit  a  licensed  psychologis 
is  clinical  psychology.   Such  a  psycholo 
to  fill  the  needs  of  the  children  of  the 
also  be  helpful  in  supervising  the  prese 
psychologist.   The  unit  director  was  und 
that,  according  to  licensing  standards, 
could  be  supervised  by  a  psychiatrist  or 
ogist.   Rules  and  regulations  were  check 
sultant,  and  a  psychologist  who  is  not  1 
area  of  clinical  psychology  and  who  desi 
in^such  an  area  must  be  supervised  by  a 
ogist  whose  specialty  area  is  in  clinica 


has  received  per- 
a  second  psychol- 
t  he  will  be 
t  whose  specialty 
gist  would  appear 

program  and  might 
nt  developmental 
er  the  assumption 
a  psychologist 

another  psychol- 
ed  by  this  con- 
icensed  in  the 
res  to  do  work 
licensed  psychol- 
1  psychology. 


APPENDIX  G 

VITAS 

Dr.  V/illiam  Docktor,  Clinical  Pharmacist 
Missoula,  Montana 

Dr.  Frank  Seitz,  C 1 i ni cal  Psychol ogi at 
Bozeman,  Montana 

Dr.  Jan  V/ol  1  ershei  m  ,  Clinical  Psychologist 
Missoula,  Montana 


RESUME 


600  ^'/hitalcer  Dr  Apt  2C 
Missoula,  Montana  59801 


William  J.  Docktor 
Phone  C406)  243-6495  Office 
(406)  728-2244  Home 

Education: 

1  Pharm.  D..      University  of  Michigan 

■  2*.   B.S.  Pharmacy  North  Dakota  State  University 

Professional  Organizations: 

1.  American  Society  of  Hospital  Pharmacists 

2  Montana  Society  of  Hospital  Pharmacists 

3'.   American  Association  of  Colleges  of  Pharmacy 

Professional  Licensure: 

1 .  North  Dakota 

2.  Indiana 


August,  1977 
May,  1974 


Employment: 


Assistant  Professor  of  Clinical  Pharmacy 
University  of  Montana,  Missoula,  Montana 
September  12,  1977,  to  present 


59812 


a. 


b. 


c. 

d. 
e. 

f. 


Developing  and  teaching  of  Pharmacy  539  (Therapeutics,  5  hours), 
Pharmacy  507  (  Introduction  to  Clinical  Pharmacy,  3  >iours) ,  and 
Pharmacy  508  (  Topics  in  Pharmacy  Practice,  2  hours).  All  of  the 
above  courses  are  required  for  graduation  and  all  are  team-taught 
by  myself  and  one  other  faculty  member  fp^^^^„ 

Developing,  administrating,  and  supervising  Pharmacy  594  (Extern- 
sSp  and  Ciinical  Practicum,  15  hours).  This  is  also  a  required 
course  and  involves  practical  experience  for  students  m  ^osP^^al 
and  community  distribution  of  drugs  and  direct  patient  and  direct 
physician  contact  with  the  students.  ^. 

Developing  and  providing  drug  information  services,  eventually  to 

the  entire  state  of  Montana.  _  _    .   ,    ,  v„.„,-^--,i .. 

Developing  clinical  experience  opportunities  m  local  hospitals 
for  student  experience  during  externship (Pharmacy  594).  _ 
Aid  in  developing  progressive  pharmacy  service  programs  m  local 

hospitals.  ^   ^ 

Provide  clinical  phannacy  services  m  local  hospitals. 


g.   Help  hospital  and  community  pharmacists  who  participate  in  Pharmacy 
594  to  develop  themselves  as  professionals.  M 

h.   Participate  as  a  member  of  the  continuing  education  committee  of  the' 
School  of  Phai-macy  to  develop  programs  to  meet  the  needs  of  Montana's 
Pharmacists. 

i.   Act  as  chairman  of  the  School  of  Pharmacy's  library  committee. 

j.   Act  as  advisor  for  one-half  of  the  fifth  year  pharmacy  class. 

2.  Associate  in  Clinical  Pharmacy 

Washington  State  University,   Pullman,  Washington 
October  1,  1975  to  June  1,  1976 

This  was  a  half-time  faculty  appointment  combined  with  a  residency  in 
clinical  pharmacy.   All  teaching  and  residency  experiences  were  obtained 
in  Deaconess  Hospital,  Sacred  Heart  Medical  Center,  and  Family  Medicine 
Spokane,  all  located  in  Spokane,  Washington. 

a. .  Teaching  activities  involved  fifth-year  pharmacy  students  during 
their  practical  experience  course:   formal  lectures,  formal  and 
informal  conferences,  rounds,   role  model. 

b.  ,  Provide  clinical  pharmacy  services. 

c.  Provide  nursing  inservice  education. 

d.  Provide  formal  conferences  for  medical  interns  and  residents, 
other  pharmacists,  pharmacy  students,  and  physicians.. 

3.  Pharmacist 
Osco  Drug  Inc.   Elkhart,  IN  and  Grand  Forks,  ND 
June,  1974  to  September,  1975 

Retail  pharmacy  including  dispensing,  servicing  a  nursing  home  and 
Over-the-Counter  consultation. 


November  9,  1977 


■    '     •  FRANK  C.  SEITZ,  PH.D.    .-..  ■  ;  ■ 

LICENSED  CLINICAL  PSYCHOLOGIST 
DIPLOMATE  IN  CLINICAL  PSYCHOLOGY  -  AMERICAN  BOARD  OF  PROFESSIONAL  PSYCHOLOGY 


MEDICAL  ARTS  CENTER 

PERSONAL: 


300  NORTH  WiLLSON 


BOZEMAN,  MONTANA  59715 


PHONE   (4C6)  585  2945 


EDUCATION: 


Born: 

Married: 
Children: 


Undergraduate: 


Oakland,  California,  September  13,  1942 
Eva  G.  Spain,  December  28,  1964  ,. 


Graduate: 


Two  daughters 


University  of  California,' Davis  Campus 
(National  Science  Foundation  Seminar 
in  Biology),  Summer,  I960  ■    :, 

Catholic  University  of  America,     ;■  ■  .  ■., .  :■; 
Washington,  D.C.  1962-63  •    /  .      ,.. 

Carroll  College,  1960-62;  1963-64;  B.A., 
Helena,  Montana  ..;  .  ■  ;'     ■■•;.■.,.•:•. 

M.A.  in  Psychology,  University  of    .■;;;:;^; 
Portland,  1964-66     ;'.■'  ..  ■■•:^  '^'/"  ■■^^■■■;;" ;' ^  ■ 

Ph.D.  in  Clinical  Psychology,^  ;':;-:' 

University  of  Colorado,  1966-1969.    ,- ,  ■ 


PROFESSIONAL  CREDENTIALS:,  •■,:>.^.o.-;..v.;_^^^  -  .;■;     ,;,.,■:;.;   V';-^ 

,:  :    V  .;    ;..:'  ^.,  .;.  /^  Diplomate  in  Clinical  Psychology  -  American      :  ; 

': ,  ''■"."-     '■■:-■  ■  "  ;  Board  of  Professional  Psychology,  Diploma    ..  '.. 

•    .•-■.:;■'   v.:  .     ■."/".:.;•■;'      ■"   ■   '  Number  2372,  9/1/75  ..  ,  .  Z,^/   '...;.■;.   V' 

;,     ,...^.     V-   ■;,';:;:;■  ■.  Licensed  Cltnical  psychologist  -  state, of      ,  I  ? .;:  ; 
;  .l. '■:;.'''-;_;  '■■  -.              ■    Montana-  License  Number  12,  4/23/71  tOi-^:V;-K 
;      ■    ■'■;[':'                   '     ,  .       ■            present               \     ■■  '     \:              .,..>:,,.,.        v.    v'..  .^" 
.        .          '•..  National  Register  of  Health  Service  Providers  :.■ 
■.     ■          '    ., '.    .';     ■  in  Psychology  -  Certificate  Number  10991.      ;     .' 
■■    ■     :                  ■   '■■:./.  7/7/75  to  present                    ,       ,,        ■     ;■;-'' ■'•l^;; 

HONORS  AND  AWARDS:  '     .^    ^.  ^       ,  .'■■■:'.,' "v-     ;  ■■.    :.i-\'-:'     ^     '- 

•      ,    '        Basselin  Foundation  Scholarship,  1962-63  .     /  .  ■    ..\      ..      ■  ,. 

''"■''■    Carroll  College  Honor  Scholarship,  1960-62;  63-64  .  ■     ■. 

'     Graduated  from  CarroU  College,  Maxima  cum  Laude,  1964 

Delta  Epsilon  Signia  Academic  Honor  Society,  1964  (Initiation)    .     .    • ; 
■■■  ;    ■       ■  Pi  Kappa  Delta  Forensic  Honorary,  1960  (Initiation)'    \--        ■,-■.    '  '  ■    ■;•  . 


,;'# 


■X  • 


2. 


Woodio\,  V/iJson  Fellowship,  Rhodes  Scholarship, 
and  Danforth  Scholarship  candidate  from  Carroll 
CoUege,  19c4. 

WTio's  Wio  in  American  Colleges  and  Universities,  1964. 

Division  of  Vocational  Rehabilitation  Fellowship,  1965-66.     ^ 

{ 

^  United  States  Public  Health  Service  Fellowship,  1966-6'? . 

University  of  Colorado  Graduate  Scholarship,  1968-69. 

American  Men  and  Women  of  Science,  1972. to  present. 

WTio's  WTio  in  the  West,  1976,  1977 

PROFESSIONAL  EXPERIENCE: 

1965  and  1966  (summers): 

Psychologist  I  &  n  at  the  Helena 

Mental  Hygiene  Clinic,  Helena,  Montana. 

1964-65:  Teaching  assistant  for  General  Psychology 

at  the  University  of  Portland. 


1965  (fall  semester): 


Practicum  placement  at  the  Oregon  state 
retardation  facility  at  Salem,  Oregon. 

1966  (spring  semester): 

Practicum  placement  at  Goodwill  Industries, 
rehabilitation  division,  Portland,  Oregon. 

1966-67:  Research  assistant  to  Dr.  Victor  Raimy 

studying  controlling  techniques  used  by 
college  students  in  group  Situations. 

1967  to  1969:  Clinical  Psychology  Intern,  Veterans 

Adminisiration  Hospital,  Denver,  Coloi-ado. 

January/  to  August,  1969: 

Clinical  Psychology  Mem,  Mental  Hygiene 
Clinic,  Veterans  Adriinisf-ralion  Hospital, 
Den>/cr,  Colorrdo. 


3.  , 


1968  (Fall  quarter):    Psychology  Instructor,  St.  Thomas,    .    :  _■    "•  •;.■';    '; .    '.' 

Denver,  Colorado.^  ;:;■.■;;  ^  •:>;..  ::,■';>-;>-   ';'.■■■'■;'::'.■.     ''v 

October,  1968  to  August,  1969:   Psychologist  at  the  Center  for;'';.  '.  .■^4;,  ^,' j  v 

Student  Life  Programs  and  Studies  (Counseling:.:."  •■■:::,'• 
Center),  University  of  Colorado,  Boulder;   .rvV;''^'^ 'is 

Colorado.' .:;:t^  ■■•;,;■■",  •".'■^:.:'- '  :■•'■'.''''■  '■':■/■■   i-^.'/iv'^'-'i'. -'•',/'  iV"^,--'-^  ^''yf'r 

August,  1969  to  August,  1970:  .■  ['-i'U' ■'^'::%''^'i^^^^^^^ 

Clinical  and  Counseling  Staff  Psychologist,  '';,-^:':''  v-  ,■■,;:':■ 
Veterans  Administration  Hospital,  Denver,;- :-■■■•;'  •;';■,?■  vj.--- 
Colorado.,.-  .:        •       ■..-.■    ;':  ■::>:.:;.  ^:   ',>■!'>■ /.i;-..  .VJ^-"  :;;•■ 

Supervised  psychology  interns  in  individual  .-T/;'^ ;,;./•;:>, 
and  group  psychotherapy,  and  in  psychodiagnostic  '  ' 
techniques.  f 

Clinical  Psychology  consultant  for  the  Organ 
Transplant  Unit. 

Counseling  and  Rehabilitation  Psychology  liaison  .>-.  ., ;, 
with  various  Federal,  State  and  local  rehabU.-- :  ■  ';■■,■-• 
itation  agencies. .  .  •-.  ._■■■■■:■■! y,     ,:..  ■  ,-■  v-  ■,.■■";,:. .f.;^,.;  :•;■■■'■ 

Clinical  Psychology  consultant  for  psychiatric  ..,■•■;  ,'.'•,.■ 
resident  training,  and  for  inservice  training  „: .  ';-'.:^  ;•.; 
programs  for  psychiatric  aids  and  nurses.  . ';;'J--r  ■■.',• 

September,  1971  to  August,  1972:      ;,,  .y'y,-  ■■::■■:,  .^.j-:::: y'-.-x;^'\--:f.i.^y 

Kellogg  Extension  Education  Project  -  E; valuation 
Team  Go-director. 

August,  1970  to  present  -  Montana  State  University 

Clinical  Psychologist  at  the  Student  Health 
Service,  Montana  State  University,  Bozeman, 

Montana.;    ■ 

-  Individual  Psychotherapy  and  Marriage 
Counseling 

-  psychological  Consultation  with  University     ..,  _     ., 

Staff.     ■  ..,  ^    - ,:,  ■_:    ■   •.  :,  ■  ■.,:-■■■/  ;■■,.'::'..■:;.:■•     ^'''-V^''/''-' 
Associate  Professor  in  the  Psychology  Department       ■ ; 

.  -  September,  1970  to  August,  1975  -  Conducted    '      ;, 
classes  in  Theories  of  Psychotherapy,  Abnormal  : ',; 
Psychology,  Psychology  of  Adjustment,  Individual  .. 


Mental  Measurements,  Personality  Assessment,  ^'-.V-Jfc 
IntrcxJaction  to  Counseling,  v .  .  ■  ; ,,         -     •■■  ■■-  v,  /^V;'   . ;./ .^ 

-  June,  1975  to  Present  -  Chairman  of  the  System  of,.  ;•  ."• 
Human  Behavior  Course  (WAMI  First  Year  Medical  "V 
School  Program)  '  ' 

August,  1971  to  present  -  Private  Practice  in  Clinical  Psychology    '     "' ',      '     '  .' 

-  Individual  Psycliotherapy  and  Marriage  Counseling 

-  Psyched  [agnostic  Testing  and  Evaluation 

-  Psychological  Consultation 

(1)  Clinical  Psychology  Consultant  to  the 
Montana  General  Agency  for  Northwestern  .■,'.;• ;.;, 
Mutual  Life  Insurance  Company.    ;;.;.;;n^-vj;:.i. 

(2)  Clinical  Psychology  Consultant  to  the  Catholic  ' 
Diocese  of  Helena  Permanent  Diaconate  Program, 

THESES  AND  DISSERTATION:  '      ' 

Seitz,  F.C.    The  relative  effectiveness  of  positive  and  negative 
reinforcement  in  verbal  conditioning.    TTppublished  M.A.  thesis,;  ■::■-. '•. 
University  of  Portland,  1966.  ;,,.,>  ^.   :       •.'"•'.■  •' 

Seitz,  F.C.  The  Psychotherapeutic  treatment  of  neurotic  depres-  '■.%,'  r 
sion:  A  self- confrontation  approach.  Unpublished  specialty  ,■:  Z:.'-'^'^:--'-'^^ 
paper.  University  of  Colorado,  1968.  "^    -  ^  ;'■;-;  :.-'^  :■!':- 

Seitz,  F.C.    A  psychotherapeutic  approach  to  depression:  \'.  -.i^'A.'.'-^r-'^^^ .'"I 
The  immediate  impact  of  video-tape  confrontation  and/or   '.;  ]y[^^.^/{-:-  f''  '^ 
psychotherapeutic  discussion  on  the  self-concept  and  :/^;^;  ^'  ^:>?:\i; '':.'P  \ 
beliavior  of  neurotically  depressed  patients.    Unpublished  ;■-.;•■  .'5^^^^^^^ 
doctoral  dissertation.  University  of  Colorado,  1969.,::- ■-:  ir'i' ■::'^:'.  ■  ^       '■ 

PAPERS  PRESENTED  AT  PROFESSIONAL  MEETINGS:  '■■■::•■■:  '''.■• /■]:/::''y\.J:^V>^:^^^^^^^ 

::  ,,  ^■"  V,  ■■,^;  ■; ,      Seitz,  F.C.    The  relative  effectiveness  of  reward  and     .:,/;:;  '•;■  v;":; 
"      ;■  . ,  ■■-'■■'■.       punishment  in  verbal  conditioning.    Paper  presented  to    ,. ;  .    ^  i-,'. 

;'-:.■.'■:-;■'    '■     the  Colorado  Psychological  Association,  Fall,  1966.       .'  '^.;;.  _;'}:':      ^:-!- 

^-■':  '■;'■       .■.-;':         Anderson,  D.O.,   &  Seitz,  F,C.    Rorschach  signs  and  :'''/-y\-  ■  ''■:%'j:-''''v'  ■■' 
\  .::]■■:■:''■■  ■'     ■homosexuality.    Paper  presented  to  the  Colorado  ■:■■''::■■'':■):/■  '::'''^.^-.-^, 

''■;■:.     .;'-;.       Psychological  Association,  Spring,  1969.  .,  V  ■'■■■■..:'■.■. ',    '■■.''•■•"..■■■.■• 

■   .  ::~;:^.,--'      ;       Seitz,  F.C,  Audio -video  tape  and  psychotherapy:    Research/ ,;.-,';;:  .■•:::;;;■■', 

■'•:.;..;■■'''■..  ■-.      '     training,  and  service.    Presentation  as  part  of  a  panel  for  .■*'".■".■;'■■'::/  .V 
:'■''•-:  ■'.■;;.:  ._  ■■       Colorado  Psychological  Association,  Spring,  1970.   ..■,■   ':   y^  \-,^J-. ■■[■;. K_:-.  ;■ 


Seitz,  F.C.  Psychological  concon'tlarts  of  heart  and 
transplant  surgery.    Prcsontalion  as  part  of  a  paael  for 
Psychn^r^c  Grand  Rounds,  University  of  Colorado  Medical 
School,  ApiTil  27,  1970. 

Seitz,  F.C.  Neurotic  depression:   A  self-concept     ,  '     , 

approach.    Paper  presented  to  the  Rocky  Mountain  '  '         " 

Psychological  Association,  Salt  Lake  City,  May,  1970. 

Seitz,  F.C.    The  behavior  modii'cation  techniques  used 
for  treati'ig  depression:    A  survey  and  analysis.    Paper 
presented  to  the  Focky  Mountain  Psychological  Association, 
Salt  Lake  City,  May,  1970.  ,  f 

f 

Seitz,  F.C.    The  behavior  modification  techniques  used 
for  treating  depression:    A  survey  and  analysts.    Paper 
presented  to  the  Rocky  Mountain  Psychological  Association, 
Salt  Lake  City,  May  1970. 

Seitz,  F.C.    The  impact  of  videotape  confrontation  and 
discussion  on  neurotically  depressed  patients.    Paper 
presented  to  the  Rocky  Mountain  Psychological  Association, 
Salt  Lake  Cicy,  May,  1970. 

Andersen,  D.O.,  Seitz,  F.C,  8.  Braucht,  G.N.  Rorschach 
signs  of  homosexuality:    A  comparative  analyses.    Paper 
presented  to  the  Rocky  Mountain  Psychological  Association, 
Salt  Lake  City,  May,  1970. 

Seitz,  F.C.    Behavior  modification  of  depression.    Paper 

presented  to  the  American  Psychological  Association, 

Washington,  D.C.,  September,  1971.  '  ^ 

Seitz,  F.C.    A  second  look  at  behavior  modification  treatment  of 
depression.    Paper  presented  to  the  Montana  Psychological 
Association,  Missoula,  April,  1973. 

Seitz,  F.C.    Problems  of  individual  mental  testing  of  children. 
Piesertation  as  part  of  a  panel  at  the  Montana  Psychological 
Association,  Missoula,  April,  1973. 

Seitz,  F.C,  &  SchncLder,  J.R.    The  application  cf  behavior  mod-        .    .     , 
ification  techniques  to  the  treatment  of  depression.    Paper  presented        v.  ^ ' 
■  at  the  Banff  International  Conference  on  Behavior  Modification,  Banff,  Canads 
March  25,  1975.  -.  ,   y  ■'.:/'-::■  ■'.    .-  \  ,,    :...■■; 


■'■■■:■ .  '      .  .-  ■■.'■■'  ■■'  ■    ■'■.■  v/\'  ;  .-  :  "v^       .•    6.  •;;;  ^■;.\-\ 

Seitz,  F.C.    Detection  of  brain  dysfunction.      Chairman  of  panel  at  the''  ,'.;"     ■ 

Montana  Psychological  Association,  Missoula,  April,  1976.  ''/'.■:":'■::'. ^ 

:,    Seitz,  F.C.    Interviewing  problems  in  collecting  subjective  vs.  objective  '"' '■■ 
data  on  illnesses.    Presentation  at  the  Montana  State  University  Workshop 
on  Epidemiological  Approaches  for  Health  Workers,  February,  1977.    ,■:    ■••■"!-■.: 

Seitz,  F.C.    Update  of  the  psychologist's  role  in  disability  determination.     .-: 
Chairman  of  panel  at  the  Montana  Psychological  Association,  Bozeman,    ,  ,  /  '• 
■    AprU,  1977.  . v  - : .  ;    '■."  y. 

•  SeitZj  F.C.    Clinical  Psychology  and  third  part^' payment.    Chairman  of    ■;■,■ 
'■ ..   panel  at  the  Montana  Psychological  Association,  Bozeman,  April,  1977., ,''-..  ; 

Seitz,  F.C.  &  Prunty,  W.S.    Psychopathology  and  rehabilitation.    Workshop 
presented  to  the  State  of  Montana  rehabilitation  counselors,  Bozeman,  ',.;        .  ; 
:     AprU,  1977.. -■  :,..  ,    :. 


■■     •*."-■;- 
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PROFESSrONAL  REFERENCE  PUBLICATIONS: 


Ardersen,  D.  O.,  &  Seitz,  F.  C.  Rorschach  diagtiosls  of 
homosexuality:  Schafer's  content  aral>sis.  Journal  of 
Projective  Techniques,  1969,  33  (S),  406-408. 

Seitz,  F.  C.  Science  —  A  creative  search.    Ps> ecology, 
1969,  6  (3),  41-42. 

Seitz,  F.  C.    Five  psychological  measures  of  neurotic 
depression:    A  correlation  study.    Journal  of  Clinical 
Psycholog^S  1970.    24    (4),  504-505. 

Seitz,  F.  C.    Neurotic  depression:   A  self-concept 

description.    Psychology ,  1970,  7    (2),  2-5. 

-■  -, 

Seitz,  F    G.    A  behavior  modification  approach  to  depression: 

A  case  study.    Psychology,  1971,  _8  (1),  58-63.  -  , 

Seitz,  F.  C.  Ammons'  Quick  Test  as  a  measure  of  adult 
intelligence  m  a  psychiatric  sample.    Psychological 
Reports,   1971,  29,  356-358. 

Seitz,  F.  C.    Bchavtor  modification  techniques  for 

treating  depression.    Psychotherapy:    Theory,  Research 
and  Practice,  1971,  8    (2),  181-184. 

Seitz,  F.  C.    Detection  of  learning  difficulties  m  first  grade: 
Preliminary  analysis  of  the  Johi  son-Kenny  Screen'ng 
Readiness  Test.    Psychological  Reports,  1973,  33,  219-225. 


Seitz,  F.  C.  ,  Andersen,  D.  O.,  8.  Piaucht,  G.  N.    A  comparative    " 
analysis  of  Rorschach  signs  of  homosexuality.    Psychological 
Reports,  1974,  35,  U63-U69. 

Seitz,  F.  C.,  Willis,  Mo  P.  ,  &  Joh.ison,  R.  C.     The  J-K  Screening 
Readiness  Test  as  a  measure  of  fiist  grade  learning  difficulties:  A 
cross-validation  study.    Perceptual  &.  Motor  Skills ,  1976,  42,  803-809. 
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OTHER  PROFESSIONAL  PUBLICATIONS: 


The  effectiveness  of  revvaid  and /or  punishment  del  wared 
under  two  condilions  of  verbal  coriditionmg.    Newsletter 
for  Research  in  Psychology,  1968,22.(3),  7. 

Perceptual  defense  revisited.    Nev^'sletter  for  Research  ^ 
m  Psycholog>%  1968,  10  (4),  1-2. 


i 


A  behavior  modification  approach  to  depression:    A  case 
study.    Newsletter  for  Research  m  Psychology,  1969, 
'-    ^        1]_(1),  10-12.  .  '  '     '' 

Use  of  imploslve  therapy  m  treating  a  recuirent  dream. 
Newsletter  for  Research  in  Psychology,  1969,  U_(4),  2, 

The  Kellogg  Extension  Education  Project:   A  First  Year 
Evaluation  of  Selected  Leadership  Variables  (with  W.R. 
Lassey,  Kris  Jones,  &  Scottie  Giebink).    Mimeograph  Paper, 
September,  1972. 

1 

PROFESSIONAL  ORGANIZATIONS  AND  ACTIVITIES:  '     -• 

American  Psychological  Association  -  member 

Rocky  Mountain  Psychological  Association  -  member  (1969-1976) 

■     ■.'■::■■    ■  ■:■''..         r"  ::-'--^.  ^       v 
Montana  Psychological  Association 

-  Member  (1970  to  present) 

-  Board  of  Directors  (1971-76;  1977  to  present) 

-  Insurance  Chairman  (1976  to  present) 

-  MPA  Liaison  to  Montana  Social  &  Rehabilitative  Services 

-  President-Elect  (1977-78):  ■;;-.■    , 

State  of  Montana  Developmental  Disabilities  Council  -  (1975-77) 
State  of  Montana  Eugenics  Board  (1973  to  present) 

Montana  Association  of  Churches  -  Legislative  Coalition: 

Task  Force  on  FamUy  Courts  (1977) 
18th  Judicial  Court  JuvenQe  Advisory  Board  -  (1970-72) 

Gallatm  CouncQ  Drug  Treatment  8.  Rehabilitation  Advisory  Committee 

Bozeman  Help  Center  /d\isory  Board 

Gallatm  County  Mental  Health  Program  -  Pro\ider 

Psychological  Reports    -  Special  reader  for  the  editorial  board 
(1973  to  present) 


/* 


REFFRENCFS  --  Provided  on  request 


PROFESSIONAL  RESUME 
(Updated  October.  1977) 

VITA 

Name:  Janet  P.  Wollersheim  •  :"      •  ■ 

Born:  "  July  24,  1935,  Anaconda,  Montana 

Marital  Status:  Married  to  Daniel  J.  Smith  (two  children) 

Home  Address:  3100  Park  Street,  Missoula,  Montana,  59801 

Home  Phone:  (406)  543-6946 

Office  Phone:  (406)  243-2581  or  (406)  243-4521 

EDUCATION 

1953-1968  University  of  Illinois,  Urbana-Champaign,  Illinois 

1958-1960  St.  Louis  University,  St.  Louis,  Missouri  -  ■ 

1954-1958  Gonzaga  University,  Spokane,  Washington 

1950-1954  Anaconda  Central  High  School,  Anaconda,- Montana 

1942-1950.  Parochial  Schools,  Anaconda,  Montana  ■  . 

DEGREES  -  (With  Majors  and  Minors) 

Ph.D.  -  1968    University  of  Illinois,  Urbana,  Illinois 

Majors:  Clinical  Psychology  and  Developmental  Psychology  (Child) 
Minor:  Education  (Child  Development) 

M.A.  (research)  St.  Louis  University,  St.  Louis,  Missouri 
-  1960    Major:  Psychology 

A.B.  -  1958    Gonzaga  University,  Spokane,  Washington 
Major:  Psychology 
Minors:  Education,  Philosophy 

EXPERIENCE 

Sept.  1977-     Professor  of  Psychology,  University  of  Montana,  Missoula, 

Present        Montana.  (Teaching  at  graduate  and  undergraduate  levels  in 
adult  and  child  clinical  psychology;  research;  supervision 
of  graduate  student  research  and  clinical  work.) 
Sept.-Dec-     Psychological  Consultant  for  State  of  Montana  Office  of  the 
1977  Legislative  Audit.   (Evaluation  of  efficiency  and  effective- 

ness of  school  psychology  services  in  the  Montana  public 
schools.) 
Dec.  1973-      Mental  Health  Consultant  to  Trapper  Creek  Job  Corps,  Darby, 
Present        Montana.   (Consultation  to  staff  and  training  of  staff 

regarding  psychological  adjustment  of  corpsmen;  doing  some 
work  with  individuals  and  groups  of  corpsmen  with  adjustment 
problems.) 
Spring  1971-     Psychological  Consultant  to  Montana  State  Prison,  Deer  Lodge, 
Present        Montana.   (Presentation  of  training  programs  concerning 

managing  and  rehabilitating  prisoners  to  correction  officers.) 


Sept.  1974-     Associate  Professor  of  Psychology,  University  of  Montana, 

Aug.  1977  -  Missoula,  Montana.  (Teaching  at  graduate  and  undergraduat^| 
levels  in  adult  and  child  clinical  psychology;  research;  ^^ 
supervision  of  graduate  student  research  and  clinical  work.) 

Oct.  1971-      Psychological  Consultant  to  Western  Montana  Child  Development 
March  1974      Center,  Missoula,  Montana.   (Consultation  to  staff  and  to 
_,  problem  children  and  their  families  and  to  school  systems 

regarding  problem  children;  supervison  of  clinical  work  of 
graduate  students.) 

Sept.  1971-     Assistant  Professor  of  Psychology,  University  of  Montana, 

June  1974       Missoula,  Montana.   (Teaching  at  graduate  and  undergraduate 
levels  in  adult  and  child  clinical  psychology;  research; 
supervision  of  graduate  student  research  and  clinical  v/ork.) 

Sept.  1971-     Psychological  Consultant  to  Warm  Springs  State  Hospital,  Warm 
Dec. 1971       Springs,  Montana.   (Primary  responsibility  for  designing  and 
implementing  three  new  mileu  treatment-research  projects.) 

Feb. -Sept.-     Clinical  Psychologist,  Warm  Springs  State  Hospital.  (Assessment 
1971  and  treatment  of  individual  patients;  in-service  training 

for  hospital  personnel;  initiation  of  and  responsibility  for 
three  new  treatment-research  projects.)  (Accepted  this 
position  as  temporary  position  while  on  leave  from  University 
of  Missouri , ) 

1970-Feb.  1971   In  a  group  private  practice  with  three  other  clinical  psycholo- 
gists; Psychology  Associates  of  Columbia,  Columbia,  Missouri. 

1969-Feb.  1971   Assistant  Professor  of  Psychology,  University  of  Missouri. 

(In  clinical  psychology  teaching  on  graduate  and  undergraduate. 
levels  in  areas  of  adult  and  children's  behavior  disorders  ^^ 
and  psychological  treatment;  conducting  psychotherapy  outcome 
research. ) 
Assistant  Director  of  Testing  and  Counseling  Center  in  charge  of 
Clinical  Services.   (Administration  of  clinical  services 
which  handles  clients  with  emotional  problems;  directing 
training  for  clinical  psychology  graduate  students;  supervisicn 
of  Ph.D.  students  in  clinical  and  counseling  psychology, 
consultant  to  counselors  on  cases  with  severe  em.otional 
problems;  individual  and  group  psychotherapy.) 

1968-1969       Clinical  Psychologist  -  University  of  Missouri  Mental  Health 

Clinic  and  Visiting  Lecturer,  Department  of  Psychology, 
University  of  Missouri.   (Evaluation  and  treatment  of  clients 
with  severe  emotional  problems;  supervision  of  psychologists 
in  training;  teaching  adult  behavior  disorders.) 

1967-1968       Supervising  three  clinical  graduate  students  in  their  conducting 

of  group  psychotherapy  with  college  girls  using  both  tradi- 
tional and  behavior  therapy  techniques;  personally  conducting 
three  such  psychotherapy  groups  weekly.  . 

1967-1968       Internship  in  Clinical  Psychology  at  Veterans  Administration 

Hospital,  Danville,  Illinois.   (Psychodiagnosis  and  individual 
and  group  psychotherapy' with  psychotic,  neurotic  and  brain 
damaged  patients;  training  in  neuropsychological  diagnosis 
using  the  Halstead-Reitan  batteries;  planning  treatment  pro- 
grams with  ward  personnel  and  members  of  other  professions. L 

1964-1967       Student  Psychologist  at  University  of  Illinois  Psychological  ^ 

Clinic.   (Psychodiagnosis  and  treatment  of  adult  and  children 
out-patients.)  ,. 
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Summer,  1966    Research  Associate,  Institute  of  Research  for  Exceptional 

Children,  University  of  Illinois.  (Psychological  evaluation 

of  culturally  deprived  children;  conducting  research  with 

these  children, ) 
1965-1956       Teaching  assistant  and  then  Instructor  in  psychodiagnostic 

^  _     course.  (Lecturing  and  supervising  the  clinical  diagnostic  : 

work  of  graduate  students.  University  of  Illinois.) 
Sunmer,  1965    Psychologist  for  Champaign,  illinois.  Head  Start  Program  for 

culturally  deprived  children. 
1S64-1955       Teaching  assistant  in  Psychodiagnostic  courses.  University  of 

Illinois.  (Supervising  students  in  psychodiagnostic  courses 

in  the  areas  of  intelligence,  personality  and  social  and  emo- 
tional adjustment.) 
Summer,  1963    Research  Associate  and  Psychological  Consultant  for  Jane  Addams 

Graduate  School  of  Social  Work,  University  of  Illinois. 

(Research  and  evaluating  interviewing  skills  of  social  work 

students.) 
1961-1963       Qualified  Psychological  Examiner  for  Champaign  Public  Schools. 

(Psychological  evaluation  of  normal  and  exceptional  children; 

supervising  diagnostic  work  of  interns  in  school  psychology; 

consultation  with  teachers  and  parents;  research.) 
1959-1961       Internship  in  School  Psychology,  Champaign  Public  Schools, 

Champaign,  Illinois.   (Diagnostic  evaluation  of  normal  and 

exceptional  children;  consultation  with  teachers  and  parents; 

research.) 
1S58-1959      Combined  Fellowship  and  Teaching  Assistantship,  St.  Louis 

University.   (Assistant  in  courses  on  learning  theory  and 

psychological  testing.) 
1956-1959       Counselor  in  Girls'  Dormitory. 

(During  seven  years  at  the  University  of  Montana  have  been 
active  on  a  number  of  departmental,  interdepartmental,  and 
University  committees,  including  chairperson  of  the  department's 
Research  Committee  for  three  years,  and  chairperson  of  the 
department's  Personnel  Committee  from  1975  to  present.) 

HONORS 

1978  -  To  be  listed  in  Who's  Who  in  the  West. 
1977  -  Listed  in  Who's  Who  of  American  Women. 
1975  -         Awarded  a  merit  raise  to  begin  1975-76  school  year  at  the 

University  of  Montana. 
1972  -         Sigma  Xi,  National  Science  Honorary,  University  of  Montana. 
1971  -         Listed  in  Dictionary  of  International  Biography. 
1959  -         Listed  in  American  Men  and  Women  of  Science. 
1967  -         University  of  iTTTnois  Fellov/  -  awarded  by  University  of  Illinois 

Graduate  College. 

Straight  A  average  at  the  University  of  Illinois  while  obtaining  Ph.D. 

U.S.  Public  Health  Fellowship  in  Clinical  Psychology  for  two  years  at  the 
University  of  Illinois. 


^ 
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Graduate  fellov^ship  in  psychology  at  St.  Louis  University. 

Continuous  .academic  scholarships  throughout  undergraduate  years  -  Elks  Competi- 
tive Av;ard,  Crown-Zellerbach  Scholarship,  Gonzaga  University  Competitive 
Scholarship,  etc.         '  ,  • 

Graduate  from  college  as  class  salutorian  and  graduated  summa  cum  laude. 

Many  awards  in  high  school  and  college  for  acting,  debate,  oratory  and  academic 
competition. 

SPECIAL  QUALIFICATIONS 

National  Register  of  Health  Service  Providers  in  Psychology  -  qualified  as  a 
health  service  provider  for  listing  in  this  register. 

Licensed  Psychologist  -  State  of  Montana  (specialty  areas  in  clinical,  develop- 
mental and  school  psychology). 

Certified  Psychologist  -  State  of  Missouri. 

Registered  Teacher  in  State  of  Illinois  for  grades  Kindergarten  through  14. 

Registered  School  Psychologist  -  Qualified  Psychological  Examiner  -  State  of 
Illinois. 

Registered  Psychologist  -  State  of  Illinois. 

SCHOLARLY  AND  RESEARCH  ACTIVITIES 

Publications 

Chapters  in  Books 

Wollersheim,  J.  P.  Specific  behavioral  techniques.  In  E.  E.  Abramson 
(Ed.),  Behavioral  Programs  for  the  Treatment  of  Obesity.  Springer 
Publishing  Company,  in  press. 

Wollersheim,  J.  P.  Training  for  the  applied  psychologist  in  a  University 
Psychological  Services  Center.  In  G.  F.  Farwell,  N.  R.  Gamsky,  and 
P.  Mathieu-Coughlam  (Eds.),  The  Counselor's  Handbook.  New  York: 
Intext  Educational  Publishers,  1974.  Pp.  95^408  [with  King,  P.  T.) 

Wollersheim,  J.  P.  Behavior  therapy  with  children:  A  broad  overview. 
In  S.  G.  Sapir  and  A.  C.  Nitzburg  (Eds.),  Children  with  Learning 
Problems.  New  York:  Brunner-Mazel ,  1974.  Pp.  625-647.  Also  appears 
in  S.  Chess  and  A.  Thomas  (Eds.),  Annual  Progress  in  Child  Psychiatry 
and  Child  Development:  1968.  New  York:  Brunner-Mazel,  1968.  Pp. 
356-WTwith  Worry,  J.^STT 

Wollersheim,  J.  P.  Effectiveness  of  group  therapy.  In  N.  Kiell  (Ed,), 
Psychological  Approaches  to  Obesity.  Springfield,  Illinois:  Charles 
C.  Thomas,  1973.  Pp.  245-264. 

Wollersheim,  J.  P.  The  efficacy  of  two  organizational  plans  for  under- 
achieving intellectually  gifted  children.  In  M.  Kornrich  (Ed.), 
Underachievement.  Springfield,  111.:  Charles  C.  Thomas,  1964.  Pp. 
594-609  (vTTth  Karnes,  M.  B. ,  McCoy,  G.  F.,  Zehrbach,  R.  R.,  Clarizio, 
H.  F.,  Costin,  L.  &  Stanley,  L.  S.) 

Monograph 

Wollersheim,  J,  P.  A  comparative  study  of  two  preschool  programs  for 
culturally  disadvantaged  children:  A  highly  structured  and  a  tradi- 
tional program.  Urbana,  111.:  Institute  of  Research  on  Exceptional 
Children,  August,  1966  (with'  Karnes,  M.  B. ,  Stoneburner,  R.  L.  and 
Hodgins,  A.  S. ) 
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Journal  Articles 

Wollersheim,  J.  P.  A  cognitive-behavioral  approach  to  the  treatmpnt  of 
psychopathy.  Psychotherapy:  Theory,  Research  and  Practice,  in  press 
(with  Tempi eman,  T.  17}     -^ 
Wollersheim,  J.  P.  Scientist-practitioner  activities  among  psycholo- 
gists of  behavioral  and  non-behavioral  orientations.  Professional 

Psychology,  in'  press  (with  Bornstein,  P.  H.)  ] . 

WolTersheim,  J.  P.  Follow-up  of  behavioral  group  therapy  for  obesity 

Behavior  Therapy,  to  appear  in  Vol.  8,  No.  5,  Nov.  1977. 
Wollersheim,  J.  P.  WISC  patterns  and  the  characteristics  of  reading 

disabled  children.  Perceptual  and  Motor  Sjdm.  in  press  (with 

Johnson,  D.  A. ) 
Wollersheini,  J.  P.  Book  review  of  Mahoney,  M.  J.,  Scientist  as  sub.iect: 

The  psychological  imperative.   Ballinger  Publishing  Co.:  Cambridge, 

Mass.,  1976.  To  appear  in  Behavior  Therapy,  in  press. 
Wollersheim,  J.  P.  A  comparison  of  the  test  performance  of  average 

and  below  average  readers  on  the  McCarthy  Scales  of  Children's 

Abilities.  Journal  of  Reading  Behavior,  in  press  (with  Johnson,  D.  A.) 
Wollersheim,  J.  P.  Testing  the  efficacy  of  relaxation  in  a  treatmient 

package  for  obesity.  JSAS  Cata-logue  of  Selected  Documents  in 

Psychology,  1977,  ]_,   76~(Ms.  No.  1531T7    '' 
Wollersheim,  J.  P.  Beyond  psychoanalysis  but  not  quite  an  overview. 

Book  review  of  Usdin,  Gene  (Ed.),  Overview  of  the  Psychotherapies. 

New  York:  Brunner-Mazel ,  1975.  Contemporary  Psychology,  1976,  21_, 

369-370.   (This  book  is  the  annual  volume  in  continuing  education 

published  by  the  American  College  of  Psychiatry.) 
Wollersheim,  J.  P.  The  effect  of  labeling  of  special  education  students 

on  the  perceptions  of  contact  versus  noncontact  normal  peers. 

Tjie  Journal  of  Special  Education,  1976,  1£,  187-198  (with  Cook,  J.  W.) 
Wollersheim,  J.  P.  Obesity:  Behavioral  treatment  manuals.  JSAS  Catalog 

of  Selected  Documents  in  Psychology,  1975,  5_,  237  (Ms.  No.  934) 
Wollersheim,  J.  P.  Assessment  of  suicide  potential  via  interview 

methods.  Psychotherapy:  Theory,  Research  and  Practice,  1974,  11, 

222-225.-  ~~~ — 

Wollersheim,  J.  P.  Cognitive  desensitization.  Journal  of  Contemporary 

Psychotherapy,  1974,  6,  146-153. 
Wollersheim,  J.  P.  Bewail  the  Vail,  or  Love  is  not  enough.  American 

Psychologist,  1974,  29,  717-718.  ~ 

Wollersheim,  J.  P.  Hospital  treatment  innovations  via  in-service  training 

projects.  Psychological  Reports,  1973,  33_,  58. 
Wollersheim,  J.  P.  The  effectiveness  of  group  therapy  based  upon  learning 

principles  in  the  treatment  of  overweight  women.  Journal  of  Abnormal 

Psychology,  1970,  76,  462-474. 
Wollersheim,  J.  P.  An  evaluation  of  two  preschool  programs  for  dis- 
advantaged children:  A  traditional  and  a  highly  structured  preschool. 

Exceptional  Children,  1968,  34,  667-676.   (See  erratum  notice  in 

ExceptioniT  Childrenj  1968,  35,  95.  (with  Karnes,  M.  B.,  Stonebrunner,  . 

R.  L,,  Hodgins,  A.  S.,  leska,  J.  A.) 
Wollersheim,  J.  P.  Behavior  therapy  with  children.  Journal  of  the 

American  Academy  of  Child  Psychiatry.  1967,  V^,  346-'37FTwith  Werry, 

J .  S.J 
Wollersheim,  J,  P.  An  intensive  differential  diagnosis  of  partially- 
seeing  children  to  determine  , the  implications  for  education. 

Exceptional  Children,  1963,  30,  17-25  (with  Karnes,  M.  B.-) 
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Wollersheim,  J.   P.     A  pilot  study  comparing  the  block  system 
and   intermittent  system  of  scheduling  speech  correction  cases 
in  the  public  schools,      Illinois  Speech  and  Hearing  Association 
Newsletter,   1967,   IV,  4-B"r&~TwTt]rTIeaver7~07'¥:7^  ~ 

Wol  lersheim,~J.   P,     Tfie"  efficacy  of  two  organizational    plans  for 

underachieving  intellectually  gifted  children.  Exceptional  Children, 
1963,  29,  438-446  (with  Karnes,  M.  B..  McCoy,  G.  F..  ZehrbachT  " 
R.   R.,  Clarizib,  H.   F.,  Costin.^L.,  &  Stanley,  L.   S.) 

Wollersheim,  J.   P.     Factors  associated  with  underachievement  and 
overachievement  in  intellectually  gifted  children.     Exceptional 
Children,   1961,   28,   167-175   (with  Karnes,  M.   B.,  McCoy,  G.   F., 
Zehrbach,  R.   R.,  Clarizio,   H.   F.,  Costin,  L.  &  Stanley,  L.   S.) 

Papers 

Wollersheim,  J.  P.  The  effect  of  therapy  rationales  upon  the  percep- 
tion of  clinical  depression.  Paper  presented  at  the  Rocky  Mountain 
Psychological  Association  Annual  Conference,  May  11-14,  1977, 
Albuquerque,  New  Mexico  (with  Bugge,  I.) 

Wollersheim,  J,  P.  Is  clinical  psychology  worthwhile?  Only  if  we 
adhere  to  uniqueness  in  training.  Presentation  at  Rocky  Mountain 
Psychological  Association  Annual  Conference,  Phoenix,  Ariz.,  May 
12-15,  1976. 

Wollersheim,  J.  P.  Behavior  modification  training  and  the  Scientist- 
Practitioner  Model.  Paper  was  presented  at  the  Association  for 
Advancement  of  Behavior  Therapy  Annual  Convention,  San  Francisco, 
California,  Dec.  12-14,  1975  (with  Bornstein,  P.  H.) 

Wollersheim,  J.  P.  Follow-up  study  of  behavioral  group  therapy  in 
the  treatment  of  obesity.  Paper  presented  at  Rocky  Mountain 
Psychological  Association  Annual  Convention,  Salt  Lake  City,  Utah, 
May  7-10,  1975.  \ 

Wollersheim,  J.  P.  Beyond  ethical  standards:  A  descriptive  analysis 
of  the  perceived  legal  liabilities  of  psychologists.  Paper  presented 
at  Rocky  Mountain  Psychological  Association  Annual  Convention, 
Salt  Lake  City,  Utah,  May  7-10,  1975- (with  Wahlberg,  J.  L.) 

Wollersheim,  J.  P.  Behavioral  treatment  of  obesity:  Comparison  of 
two  behavior  therapy  groups.  Paper  presented  at  the  Rocky  Mountain 
Psychological  Association  Annual  Convention,  Denver,  Colorado, 
May  8-11,  1974. 

Wollersheim,  J.  P.  Internal-external  locus  of  control  and  impression 
management  among  prison  inmates..  Paper  presented  at  Rocky  Mountain 
Psychological  Association  Annual  Convention,  Denver,  Colorado, 
May  8-11,  1974  (with  Woolston,  W.  D.) 

Wollersheim,  J.  P.  The  effect  of  labeling  of  special  education  students 
on  the  perceptions  of  contact  versus  no-contact  normal  peers. 
Paper  presented  at  Rocky  Mountain  Psychological  Association  Annual 
Convention,  Denver,  Colorado,  May  8-11,  1974  (with  Cook,  J.  W.) 

Wollersheim,  J.  P.  Assessment  of  suicide  potential  via  interview 
methods.  Paper  presented  at  Montana  Psychological  Association 
Annual  Conference,  Missoula,  Montana,  April  27-28,  1973. 

Wollersheim,  J.  P.  Obesity:  Clarification  and  suggestions  for  treat- 
ment. Paper  presented  at  Rocky  Mountain  Psychological  Association^ 
Annual  Convention,  Las  Vegas,  Nevada,  May  8-11,  1973. 
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Wollersheim,  J.  P.  Cognitive  desensUizatlon.  Paper  presented  at 

Rocky  Mountain  Psychological  Association  Annual  Convention,  Albuqu^rau 
New  Mexico,  May  9-13,  1972. 

Wollersheim,  J.  P.  Treatment  innovations  via  in-service  training 
projects.  Paper  presented  at  Montana  Psychological  Association 
Annual  Converence,  Billings,  Montana,  April  14-15,  1972. 

Wollersheim,  J.  P.  Techniques  of  supervision.  Keynote  address  at 
National  Vocational  Rehabilitation  and  Social  Welfare  Supervisors 
Workshop,  University  of  Missouri,  Columbia,  Missouri,  April  23-25 
1969. 

Wollersheim,  J.  P.  Creative  ability  in  gifted  children.  Paper  pre- 
sented at  -Illinois  Council  for  Exceptional  Children  Annual  Conference, 
Chicago,  Illinois,  Spring,  1962. 

Wollersheim,  J.  P.  The  relationship  between  creative  ability  and  over- 
and  under-achievement  among  gifted  children.  Paper  presented  at 
American  Psychological  Association  Annual  Convention,  St,  Louis, 
Missouri,  September,  1961. 

(Also  very  active  in  chairing  and  being  a  committee  member  on  M.A. 
theses  and  Ph.D.  dissertations.)  ^  ■ 

Research  Interests 

Major  research  interests  are  in  the  areas  of  treatment  outcome  research, 
the  role  of  cognitive  variables  in  assessment  and  treatment  and  child- 
clinical  psychology. 

SYMPOSIA,  COLLOQUIA  AND  WORKSHOPS 

May,  1977    Invited  research  colloquium  on  "The  Role  of  Cognitive  Variables 

in  Assessment  and  Behavior  Change."  Psychology  Department, 

University  of  Miami,  Coral  Gables,  Florida. 
May  13,     Presentation  of  workshop  on  "Cognitive-Behavioral  Approaches  to 
1977  .      the  Treatment  of  Depression  and  Suicide,"  at  the  Rocky  Mountain 

Psychological  Association  Annual  Conference,  Albuquerque,  New 

Mexico  (with  Walters,  H.A.) 
April  1977   Invited  panel  member  on  "Licensing  Issues."  Montana  Psychological 

Association  Annual  Conference,  Bozeman,  Montana. 
July  &  Nov.  Presentation  of  two  two-day  workshops  to  two  different  groups  of 

-  1977      Roman  Catholic  Nuns  on  "Adjustment  Problems  and  Personal  Growth 

as  a  Religious."  Helena,  Montana. 
July  &  Sept.  Presentation  of  two  workshops  to  Butte,  Montana's  Community  Co- 
-.  1977      ordinated  Child  Care  Agency  on  "Fostering  Intellectual,  Social 

and  Emotional  Growth  in  Young  Children."  Butte,  Montana.  ^ 
Nov.  4  &  5.  Presentation  of  two-day  continuing  education  workshop  on  "Depression" 

-  1976      for  the  Montana  Academy  of  Professional  Psychologists,  Fairmont 

Hot  Springs,  Gregson,  Montana  (with  Walters,  H.  A.)  ' 

Nov.  1976    Presentation  to  newly-ordained  priests  of  the  Helena  Diocese  of 

Western  Montana  on  "The  Role  of  the  Priest  in  Counseling." 
June  1976    Presentation  of  2-day  workshop  on  "Behavior  Modification"  and 

"Group  Counseling"  for  Job  Corps  staff  members  in  the  Western 

National  Region.  Butte,  Montana,  June  29-30,  1976. 


May  &  Oct.   Presented  two  in-service  training  programs  for  the  Anaconda, 
-  1976      Montana,  Head  Start  personnel  on  "The  Management  of  Problem 
Children."  Anaconda,  Montana. 

Oct.  1975    Invited  participant  on  two  panels  concerning  topics  in  school 

psychology.  Conference  of  Montana  Association  of  School  Psycho- 
logists, Great  Falls,  Montana,  Oct.  22-23,  1975. 

Surrimer  1974  Presentation  of  three  2-day  workshops  throughout  Montana  on  "Managing 
and  Treating  Depression"  for  professional  social  workers.  Work- 
shops sponsored  by  the  University  of  Montana  Department  of  Social 
Work  and  the  State  of  Montana  Department  of  Social  Rehabilitation 
Services.  Missoula,  Butte,  and  Great  Falls,  Montana. 

Sept.  1973   Invited  panel  member  on  Montana  Committee  for  the  Humanities  Con- 
ference on  "Insanity  and  the  Law."  Chico  Hot  Springs,  Montana. 

April  1973   Invited  symposium  participant  on  "Problems  in  individual  mental 

testing  of  children."  Montana  Psychological  Association  Annual 
Conference,  Missoula,  Montana,  April  27-28,  1973. 

March  1973   Invited  colloquium  on  "Program  Evaluation  and  the  Clinical  Psycholo- 
gist as  Scientist-Practitioner."  Psychology  Department,  University 
of  Nebraska,  Lincoln,  Nebraska. 

April  1973   Invited  member  of  panel  on  "Master's  Degree  Program  in  Psychology," 
Montana  Psychological  Association  Annual  Conference,  Billings, 
Montana. 

Feb.  1971    Invited  colloquium  on  "The  Psychological  Treatment  of  Obesity"  at 
University  of  Pennsylvania,  Philadelphia. 

Winter  &    Invited  colloquia  on  "The  Psychological  Treatment  of  Obesity"  at 
Spring      Universities  of  Houston,  Calgary,  Missouri,  and  Gonzaga 
1968       University. 

Spring  1968  Invited  colloquium  on  "Behavioral  Counseling  with  Children"  at 
University  of  Illinois,  Urbana^  Illinois. 

TEACHING  INTERESTS 

Behavior  Disorders  (adult  and  children) 

Psychological  Treatment  (especially  cognitive-behavioral  approaches) 

Child  Clinical  Psychology 

Psychological  Assessment 

Clinical  Practicum 

Depression  and  Suicide 

SPECIAL  RECOGNITION 

Oct  1975-   Appointed  by  Governor  Thomas  L.  Judge  of  Montana  as  one  of  three 
Oct  1978    psychologists  to  serve  on  the  Board  of  Psychologists  of  the 

State  of  Montana.   (The  Board  administers  the  law  regarding  the 
licensing  of  psychologists  for  private  practice  and  regulates 
the  private  practice  of  psychology  in  the  State  of  Montana; 
1975-76,  Secretary  of  the  Board;  1976-77,  Vice-Chairman  of  the 
Board;  1977-78,  Chairman  of  the  Board.)  ,  r-  •  i 

Fall  1975-   Special  consultant  reviewer  for  Jounial  of  (^nsuUin^  and_  CnjricaJ_ 

Present     Psychology  for  obesity  and  therapy  manuscripts. 
Fall  1976-   InvTteH^onsultant  reviewer  for  obesity  and  therapy  manuscripts 
Present     for  Behavior  Therapy.    "  ^  .-   '_ 
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1971- 

Present 
Fall  1976 

Summer  1976 
&  Summer 
1975 

1972- 
Present 


1975-1977 


Jan.  1973 


Sufrmer  1973 

1971-Summer 

1973 
1970-1971 


Serve  as  an  occasional  consultant  reviewer  for  Psychological  Reports 
and  Perceptual  and  Motor  Skills. 

Invited  participant  on  American  Psychological  Association  intern- 
ship site  evaluation  team  for  Internship  accreditation. 

Invited  visiting  professor  at  the  International  Graduate  School 
in  Leysin  and  Lugano,  Switzerland.  (Taught  graduate  courses 
in  Advanced  Children's  Behavior  Disorders  and  Cognitive-Behavioral 
Approaches  to  Treatment.) 

Professional  consultant  to  iflllton  Bradley  Publishing  Co.,  for 

GOAL  Project  (a  curriculum  for  preschool  children  based  upon  the 
Illinois  Test  of  Psychol inguistic  Abilities)  developed  by  Dr. 
Merle  B.  Karnes,  Institute  of  Research  for  Exceptional  Children, 
University  of  Illinois,  Urbana. 

Appointed  to  American  Psychological  Association  Committee  for 

awarding  "The  Distinguished  Professional  Award  in  Child  Clinical 
Psychology"  for  1977  to  a  psychologist  having  made  outstanding 
contributions  In  the  area. 

Invited  member  of  14-person  professional  national  review  team 
solicited  by  U.S.  Office  of  Education  to  evaluate  psychological 
services  in  Montana  funded  by  U.S.  Department  of  Health,  Education 
&  Welfare  through  the  Model  Cities  Programs. 

Invited  consultant  reviewer  for  treatment  outcome  studies  for 
Journal  of  Applied  Behavior  Analysis,  Vol.  70. 

Special  consultant  editor  to  Journal  o7  Abnormal  Psychology  on 
obesity  studies  and  therapy  outcome  research. 

Served  on  Clinical  Projects  Research  Review  Committee  of  National 
Institute  of  Mental  Health.   (Invited  as  a  site  visitor  and 
project  proposal  reviewer  for  psychotherapy  outcome  research  on 
obesity.) 

PROFESSIONAL  SERVICES 


1975-       Member  of  School  Psychology  Co-ordinating  Committee  and  member  of 

Present     Ethics  Committee,  Montana  Psychological  Association. 
1975-1976   Member  of  Executive  Com.m1ttee  of  the  Montana  Psychological  Association- 

Member-at-Large. 
Spring  1973-  Member  of  Missoula,  Montana,  Head  Start  Advisory  Health  Board. 

Present 
Oct.  1972-   Member  of  professional  advisory  board  of  Missoula,  Montana,  Chapter 

Present     of  Parents  Viithout  Partners. 
Oct.  1971-   Back-up  Counselor,  Missoula,  Montana,  Crisis  Center. 

Present 
Mar.  1972-   Professional  Member  of  Board  of  Directors,  Missoula,  Montana,  Crisis 

Mar.  1973    Center. 


(Many  speeches  as  a  professional  psychologist  to  community  groups 
such  as  PTA  and  TOPS  (Take  Off  Pounds  Sensibly)  weight  reducing 
groups,  agencies.  Parents  Without  Partners,  appearances  on  local 
television  programs,  etc.) 

(Several  invited  lectures  on  selected  topics  in  psychology  In 
Psychology  Department  and  other  departments  at  the  University  of 
Montana.) 
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MEMBERSHIP  IN  PROFESSIONAL  OR  SCIEffflFIC  SOCIETIES 

American  Psychological  Association  -  also  belong  to  Divisions  12  (Clinical 
Psychology),  7  (Developmental  Psychology),  25  (Experimental  Analysis  of 
Behavior),  and  29  (Psychotherapy) 

Montana  Psychological  Association 

Rocky  Mountain  Psychological  Association 

Council  for  Exceptional-Children- (local ,  state  an^  national  membership) 

Montana  Academy  of  Professional  Psychology 

Illinois  Psychological  Association      '  - 

Psi  Chi 

Gamma  Phi .Epsi Ion  -  National  College  Honorary 

Missouri  Psychological  Association 

Missouri  Academy  of  Science  -  University  of  Missouri  Honorary 

PROFESSIONAL  REFERENCES 

Dr.  James  A.  Walsh,  Professor  of  Psychology,  Department  of  Psychology,  University 

of  Montana,  Missoula,  Montana,  59812. 
Dr.  John  G.  Watkins,  Professor  of  Psychology  and  Director  of  Clinical  Training, 

■Department  of  Psychology,  University  of  Montana,  Missoula,  Montana,  59812. 
Dr.  Herman  A.  Walters,  Professor  of  Psychology  and  Director  of  Clinical  Psychology 

Center,  Department  of  Psychology,  University  of  Montana,  Missoula,  Montana, 

59812. 
Dr.  Richard  A.  Solberg,  Dean,  College  of  Arts  and  Sciences,  University  of  Montana, 

Missoula,  Montana,  59812. 
Dr.  Philip  H.  Bornstein,  Associate  Professor  of  Psychology,  Department  of 

Psychology,  University  of  Montana,  Missoula,  Montana,  59812. 
Dr.  Donald  R.  Peterson,  Dean  of  Professional  School  of  Psychology,  Rutgers 

University,  New  Brunswick,  New  Jersey.     ^ 
Dr.  Gordon  L.  Paul,  Psychology  Department,  University  of  Illinois,  Urbana, 

Illinois.  .      . 

Dr.  John  S.  Werry,  Professor  and  Head,  Department  of  Psychiatry,  School  of 

Medicine,  University  of  Auckland,  Auckland,  New  Zealand. 
Dr.  Leonard  P.  Ullmann,  Psychology  Department,  University  of  Hawaii,  Honolulu, 

Hawaii. 
Dr.  Merle  B.  Karnes,  Department  of  Education,  Institute  of  Research  for  Exceptional 

Children,  University  of  Illinois,  Urbana,  Illinois. 
Dr.  Arinelda  Prast,  Director  of  Internship  Training,  VA  Hospital,  Danville, 

Illinois. 
Dr.  Alvln  Landfield,  Psychology  Department,  University  of  Nebraska,  Lincoln, 

Nebraska. 


